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Abbreviations 
 
AD   apparent density 
CBCT   cone-beam computed tomography 
CCD   charge-coupled device 
COLD COLD means that the CBCT acquisition was taken with no warming-up 
period and without calibration process of the flat panel detector. 
COLD+C COLD+C is the abbreviation for the scan taken directly after the start of 
the equipment with cold detector but after the calibration process. 
CP   calibration process 
CT   computed tomography 
DVT   digital volume tomography 
EMI   Electric and Musical Industries Ltd 
FOV   field of view 
FPD   flat panel detector 
GE   General Electric 
HU   Hounsfield unit 
ISI   Imaging Sciences International 
LDPE   low-density polyethylene 
MDCT  multidetector computed tomography 
MRI   magnetic resonance imaging 
MSCT   multi slice computed tomography 
PET   positron emission tomographic imaging 
RD   raw data 
SCBCT  sequential cone beam computed tomography 
SD   standard deviation 
TLD   thermoluminescent dosimeters 
US   ultrasonography 
WARM The WARM operation mode represents that the CBCT machine was 
switched on for at least two hours before the scan but no detector 
calibration was performed. 
WARM+C WARM+C scan protocol is consistent with the cone beam computed 
tomography scan with the complete calibration sequence after the 
warming-up period. The two-hour warming-up period preceded the 
calibration process. 
WUP   warming-up period 
2D   2 dimensional 
3D   3 dimensional 
 
 
 
 
 
iv 
 
TABLE OF CONTENTS 
 
 
1 Historic Overview of Medical Imaging        1 
1.1 Mapping-up the human body         1 
1.2 Development of medical imaging         2 
2 Introduction            8 
2.1 Overview of the technical development of dentomaxillofacial X-ray imaging   8 
2.2 Basic principles of Computed Tomography (CT)    15 
2.3 Dental Cone Beam CT imaging       16 
2.3.1 Nomenclature         16 
2.3.2 Technical details         17 
2.3.3 Advantages and disadvantages of dental CBCT     18 
2.4 Various image artefacts in dental CBCT      20 
2.4.1 Inherent artefacts         20 
2.4.2 Procedure-related artefacts       22 
2.4.3 Introduced artefacts         23 
2.4.4 Patient motion artefacts        23 
2.5 Quality improvement of images by post-processing methods   23 
3 Aims           24 
4 Materials and Methods        26 
5 Results and Discussion        29  
5.1 Focusing on X-ray scattering as the first basic problem    29 
5.1.1 Examination of the magnitude of X-ray scattering on CBCT imaging  30 
5.1.2 Examination of the possibility of mapping of dry soft tissue within 
a single tooth with the drastic reduction of X-ray scattering   32 
5.2 Optimal density response for the dental CBCT imaging 
as the second basic problem; quality improvement 
by pre-processing and processing methods     34 
5.2.1 Steady-state temperature and the calibration of the FPD 
as the result of the pre-processing work-flow     34 
5.2.2 The calibration of the ideal concentration of the contrast material 
solution by mapping-up the angiosome of the human face   40  
5.2.3 High-quality image acquisition in dental CBCT by using 
the concept of sequential cone beam computed tomography (SCBCT). 
The data collection as the third basic problem     44 
6 Conclusions          48 
7 Acknowledgments         50 
8 References          51 
9 Appendices          A 
 
 
1 
 
1 Historic overview of medical imaging 
 
1.1 Mapping-up the human body 
Throughout the ages, during different civilizations and various cultures, people were 
curious to know what is inside the human body. Although some of the driving force in this 
regard was related to medicine, there was nevertheless a recognizable quest for the 
development of anatomy.   
The first European attempt, in the 2nd century, was made by the Greek Galen of 
Pergamon (Figure 1) (Aelius Galenus or Claudius Galenus AD 129 – 216 [1]).  
 
 
 
 
 
 
Figure 1 A: Artist impression of Galen. B: The ruins of Pergamon. 
 
Galen’s principal interest was in human anatomy but, from about 150 BC [2], Roman 
law had prohibited the dissection of human cadavers. Because of this restriction, Galen 
performed anatomical dissections on living (vivisection) and dead animals, mostly focusing 
on pigs and primates [3]. This work was useful because the anatomical structures of these 
animals usually closely mirror those of humans. Galen clarified the anatomy of the trachea, 
and was the first to demonstrate that the larynx generates the voice [4,5]. In one experiment, 
Galen used bellows to inflate the lungs of a dead animal. In his work De motu musculorum, 
Galen explained the difference between motor and sensory nerves, discussed the concept of 
muscle tone, and explained the difference between agonists and antagonists [5,6]. 
Andreas Vesalius (Figure 2 A) (31 December 1514 – 15 October 1564) was a 
Brabantian (from what is modern-day Belgium) anatomist, physician, and author of the most 
influential seven-volume books on human anatomy, De humani corporis fabrica (On the 
Fabric of the Human Body). Vesalius is often referred to as the founder of modern human 
anatomy. His work Fabrica was in strong contrast to many previous anatomical models 
because the basis of Vesalius’s knowledge came from the anatomical dissection of the human 
A B 
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body. He was a professor at the University of Padua and later became Imperial Physician at 
the court of Emperor Charles V. 
 
 
 
 
 
 
 
Figure 2 A: Portrait of Andreas Vesalius. B and C: Anatomic figures by Vesalius. 
 
Vesalius's Fabrica contained many intricately detailed drawings of human dissections, 
often in allegorical poses. Such pictures are shown in Figure 2 B and C. The Fabrica 
emphasized the priority of dissection and what has come to be called the ‘anatomical’ view of 
the body, seeing human internal functioning as an essentially corporal structure filled with 
organs arranged in three-dimensional space. This was in stark contrast to many of the 
anatomical models used previously, which had strong Galenic/Aristotelian elements as well as 
elements of astrology. 
This environment, which lasted from the second century (Galenius) to the sixteenth 
century (Vesalius), developed a strong desire to have the ability to see inside the human body 
[7]. 
 
1.2 Development of medical imaging 
During many centuries the only way to visualize the inside of the human body was 
through dissection. With technical development, scientists had started to investigate the inside 
of the human body without its opening. In 1881, Alexander Graham Bell attempted to use 
magnets and sound waves to discover the location of the bullet that eventually killed U.S. 
President James A. Garfield [8].  
After a lengthy period, during scientific experiments with various types of vacuum 
tube equipment, the discovery of X-rays in 1895, by the Bavarian physicist Conrad Röntgen, 
represented a major breakthrough (Figure 3 A). When X-rays were finally discovered, they 
found their way to medical applications within months [9]. 
B C A 
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The original discovery by Röntgen, at the Physical Institute, Julius-Maximilian 
University, Würzburg, Germany, is recorded to be on 8 November 1895 [9-17]. During the 
discovery, he speculated that a new kind of ray might be responsible for the observation. 
Since 8th November was a Friday, instead of relaxing over the weekend, Röntgen took 
advantage of the time to repeat his experiments. In the following weeks he investigated many 
properties of the new rays he had temporarily termed ‘X-ray’. In fact, he virtually lived in his 
laboratory during that time. The new X-ray is called the ‘Röntgen ray’ in many languages 
[18]. 
 
 
 
 
 
 
Figure 3 A: Wilhelm Conrad Röntgen (1845-1923). B: An artist’s impression of Röntgen’s work with Bertha 
Röntgen, his wife, producing the first medical X-ray image in early 1896. C: Hand with Rings: a print of one of 
the first of Wilhelm Röntgen's X-ray photographs. It shows the left hand of his wife [18]. 
 
Nearly two weeks after his discovery, he took the very first picture using X-rays of his 
wife Anna Bertha's hand. When she saw her skeleton she exclaimed ‘I have seen my death!’ 
(Figure 3 B and C) [10,18]. Röntgen receive the first Nobel Prize in Physics in 1901 [9,18]. 
The birthday of the Dental Radiograph is set at January 1896 by German dentist Otto 
Walkhoff (Figure 4 A) [9-11,16,17]. Needless to say, the world’s first dental radiograph had 
no diagnostic value (Figure 4 B). While it did prove that the X-ray could be used in dentistry, 
it was an overexposure (twenty-five minute exposure) [10,11,19] and also applied a high dose 
of radiation [11]. 
 
 
 
 
 
 
 
Figure 4 A: Otto Walkhoff (1860-1934) B: The first dental radiograph. 
A B 
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Professor József Iszlai (1840-1903) was the first dentist in Hungary to recognize the 
importance of the X-ray in dentistry (Figure 5A) [9]. In a book by Henrik Salamon [20] 
published in 1942, one can find a description of a certain piece of equipment called a 
‘skiagram’. With this instrument, X-ray images could have been visualized directly without 
the use of a screen. At the beginning of the 20th century, in Hungary, the medical community 
had already recognized the importance and usage of dental X-ray imaging. Consequently, in 
the newly opened Stomatology Clinic (Mária street 52, Budapest, Hungary) on 14 February 
1909, an independent dental X-ray laboratory was established on the first floor [20]. 
 
 
 
 
 
 
Figure 5 A: Professor József Iszlai in 1902. B: Gusztáv Grossmann (1878-1957). C: Dr Hisatugu Numata 
[10,19,20]. 
 
William Herbert Rollins (1852-1929) was an American dentist and scientist who, in 
1901, published the first paper about the dangers of X-ray radiation [19]. This publication was 
very timely because numerous irresponsible applications had appeared on the market (Figures 
6 A and B) [10,11]. 
 
 
 
 
 
 
 
 
 
 
Figure 6 Illustrations of early irresponsible applications of radiation. A: ‘Biologically effective’ radioactive 
toothpaste. B: Photograph of a shoe-fitting test instrument. Public use prohibited in 1973 [10,11]. 
 
A B C 
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In 1914, the Polish radiologist Mayer first suggested the idea of section-imaging, a 
precursor of conventional tomography [21]. However, it took until 1930 to construct the first 
true conventional tomographic instrument. Tomography was invented by Gusztáv Grossmann, 
a Hungarian engineer. Grossman also coined the word ‘tomography’ (implying a graphic or 
picture of the slice) from tomos, a word of Greek or Latin origin, meaning a cut, cutting, slice, 
section. The classes of section-imaging techniques are summarized in Table I [22]. 
 
Table I The summary of the classes of section imaging (slice focusing) techniques [22]. 
Class Arrangement Motion 
Statigraphy The X-ray tube and cassette are perpendicular to 
a rigid pivoting pendulum 
Linear, circular or spiral 
Planigraphy The X-ray tube and cassette move in parallel 
equidistant planes with reciprocal motions 
Linear, circular or spiral 
Tomography The X-ray tube and cassette are attached to a 
rigid pendulum but the detector is always 
parallel to the tomographic plane 
Linear 
 
 
In 1932, Gusztáv Grossmann (Figure 5 B) retreated from company management and, 
for the next decade, dedicated his life to scientific work. The result of this activity established 
the principles and practical solutions of tomography, effectively the X-ray imaging of a slice. 
He returned to Hungary in 1942 [22,23]. 
The necessity for imaging the jaws was already apparent during the first couple of 
decades of the 20th century. A United State patent for a ‘panoramic X-ray apparatus’ was 
registered in 1922, by Alvin Frank Zulauf (Figure 7 A). This patent described a method 
whereby a narrow beam scanned both the upper and lower jaws. The ‘object of this invention 
is to provide a U-shaped photographic film suitably protected with light-proof and water-
proof material, to be inserted in the patient’s mouth behind the teeth while they are being 
photographed. An X-ray generator which may be of any conventional type, is mounted upon a 
carriage and is adapted to be moved around the patient’s mouth upon a curved table shaped in 
accordance with the contour of the patient’s face and teeth’[24]. 
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Figure 7 A: An illustration of the panoramic X-ray apparatus from the patent of Alvin Frank Zulauf. B: Scheme 
of the intraoral panorama imaging of Numata (Panography). C: Yrjo Veli Paatero with a patient and his 
equipment [10,19,24]. 
 
  Further development was made by Dr Hisatugu Numata (Figure 5 C) of Japan in 1933 
[10,19]. His method represents the first panoramic radiograph, with a similar geometric 
arrangement to that of Alvin Frank Zulauf. In Numata’s method the X-ray tube was outside of 
the mouth and moving in a hemi-circle while the film was in a U-fold form in the patient’s 
mouth, as shown in Figure 7 B.    
After much experimentation, a decade or so later Yrjo Veli Paatero of Finland started 
the actual tomographic method. Consequently, he is regarded as the ‘father of panoramic 
radiography’. In his work, he used a slit beam and a rotational technique (Figure 7 C). He 
published several papers on his clinical practice [9,10,19].  
Computed tomography (CT) could not become reality until the arrival of digital 
computer technology. Although digital computers didn’t arrive on the scene until the 1960s, 
the mathematics of the application had already been created in 1917 [10,13,16,17,25-31], 
when Johann Karl August Radon (Figure 8 A) proved that the distribution of the materials in 
an object can be calculated mathematically [25]. 
 
 
 
 
 
 
 
Figure 8 A: Johann Karl August Radon (1887-1956). B: Allan MacLeod Cormack (1924-1998). C: Godfrey 
Newbold Hounsfield (1919-2004) [13]. 
 
A B C 
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Independently, Allan MacLeod Cormack (Figure 8 B) developed a method to describe 
radiation absorption distribution in biological materials like the human body (1963) 
[13,14,26].  
The practical inventor of computer tomography is G. N. Hounsfield, an English 
engineer, who reached a functional solution in 1972 and published his results in 1973 [26]. He 
received the Nobel Prize in 1979, together with the physicist A. M. Cormack [9-
14,16,17,27,28,32]. 
The story behind Hounsfield winding up in the business of computed tomography 
development is an interesting one. Columbia and the Gramophone Company, the two largest 
music companies, merged to become EMI (Electric and Musical Industries Ltd) in 1931. EMI, 
the music company, wanted to become one of the best electronics companies in the world. In 
this renewal process, they were active in the production of radar and television equipment. 
The world’s first functional radar for fighter aircraft was delivered by EMI in October 1940. 
This EMI radar system was the precursor of the very successful so-called H2S radar system 
which helped to win the battle of the Atlantic. G. N. Hounsfield taught at Royal Air Force 
Cranwell, and was likely teaching about the H2S radar system. After the war, EMI built the 
first British all-transistor computer, called EMIDEC 1100 (Figure 9 A). By the 1960s, the 
EMIDEC 1100 was most successful large computer in the United Kingdom. However, a 
business storm emerged when the computer industry started the globalization process; EMI 
had no choice but to sell the EMIDEC computer business. The company had a very diverse 
business distribution: on the one hand, EMI was a music company; on the other hand, it was 
in the electronics business. The electronics business was definitely the smaller part, 
representing only 13% of the profit. The two aspects of EMI were run totally separately (the 
development of CT was not funded by the Beatles, as some people may believe). 
Nevertheless, in the emerging situation G. N. Hounsfield needed a new project; he ended up 
in development of the CT scanner (Figure 9 B). Thus, G. N. Hounsfield became the father of 
computer tomography (Figure 8 C) [28].  
 
  
 
 
Figure 9 A: EMIDEC 1100 computer in the factory. B: The first official introduction of CT at the Radiological 
Society of North America (RSNA), May 1972, Chicago, USA [28]. 
A B 
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It is remarkable that X-ray imaging started almost immediately after Röntgen’s 
discovery of the X-ray. This is particularly impressive when note is taken of the many 
decades that usually separate a scientific discovery and its practical application. Galvani 
created an electric current in 1786; it was 1879 before the first electric power station was built 
in the United States. The early application of the X-ray made possible the arrival, at an 
unprecedented pace, of computed tomography.  
The historical overview is summarized in Figure 10. 
 
 
Figure 10 The early phase of X-ray imaging technique [9,10,11,13,14,16,17,19,20,32]. 
 
 
2 Introduction 
2.1 Overview of the technical development of dentomaxillofacial X-ray imaging 
In 1972, Godfrey Hounsfield constructed the first CT equipment. In 1989, the first 
spiral CT appeared. Further work in the direction of Multi Slice CT (MSCT) or Multi 
Detector CT (MDCT) developed equipment producing, by 1998, four slices; in 2001, 16 
slices; and, in 2004, 64 slices. The developers had a number of goals: better resolution, better 
image quality, and shorter acquisition time [13,14,16,17,32,33].  
Dental and maxillofacial radiology has its own field of activity. The goal of 
dentomaxillofacial radiology is to achieve effective diagnostic image quality with a minimal 
amount of harmful radiation [12,32]. The intraoral radiograph and the panoramic radiograph 
are the most common acquisition techniques. These result in an overview picture of the whole 
dental status of the patient, either with a full mouth survey with the higher dose of radiation 
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indicated for periodontal treatment or a panoramic radiograph with lower radiation dose. 
Various supplementary radiographs are also used. These include occlusal radiograph, 
transversal tomography, lateral cephalometric projection, submentovertex view or Waters 
projection, etc. Furthermore, dental Cone Beam Computed Tomography (CBCT) acquisition 
or Digital Volume Tomography (DVT) can also be used when three-dimensional (3D) 
imaging is necessary. In the case of some special indications, conventional Computed 
Tomography (CT), Magnetic Resonance Imaging (MRI) or sometimes Ultrasonography (US) 
acquisition should be used [16,17,32,33]. 
  In the field of three-dimensional X-ray diagnostics, the conventional CT has an 
exceptional place with well-known advantages, and the usage has been limited only because 
of the high radiation dose. The main point of the acquisition is the image quality. The load of 
radiation only makes the field of indication narrow. In everyday practice, due to the higher 
radiation load of each high-quality conventional CT, it is preferred that the acquisition 
delivered to the doctor be taken with lower resolution, even though the diagnostic value of 
this scan cannot reach the desired level (Figure 11) [32]. 
 
 
Figure 11 A CBCT scan reconstructed with two different method of resolution. The left hand side picture shows 
stair artefact. A: Low resolution CT reconstruction.  B: Higher resolution, involving 0.3 mm slice thickness 
reconstruction typical for CBCT reconstruction [32,34].   
 
This dental CBCT, or the digital volume tomography (DVT) technique, works with 
reasonable lower radiation coupled with the possibilities of high fidelity 3D imaging. This is 
focusing on the bony structures of the head and neck region. In Hungary, we have had the 
option of applying this technology since 2006 [32,35].  
A B 
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Figure 12 Overview of technical development of the dentomaxillofacial 3D X-ray imaging 
[10,13,14,16,17,19,32]. 
 
The need to acquire several slices in a given time made it necessary to use new 
scanning geometry. For the 1 to 4 slices, CT fan beam geometry was acceptable (Figure 13 
A). However, for the 16 and 64 slice MDCT instrument, cone beam or pyramidal beam 
acquisition geometry was necessary (Figure 13 B) [13,14,32].  
Figure 13 Schematic figures of two different MDCT acquisition modes. A: 1, 2, 4 slices conventional CT. B: 16 
and 64 slice conventional CT [13,14,32]. 
 
The fan beam and cone beam nomenclature refers to the geometry of the radiation. At 
the present time, there is much equipment characterized as ‘cone beam’ (Figure 13 B), 
including numerous 16-slice or more than 16-slice containing so called conventional CT, dual 
A B 
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sources CT, PET CT, the C-arm, and several other instruments utilized in angiography and 
radiotherapy [12-14,32,36,37]. 
In order to reach a higher resolution, instead of using a one-dimensional detector two-
dimensional detector systems are used. Initially, these were image intensifier/charge-coupled 
device (CCD) systems (Figure 14 A, Figure 16 A and B). Later, flat panel detectors were 
used, mostly in interventional radiology (C-arm) and in angiography (Figure 14 B, Figure 16 
C and D). Finally, technological development made it possible to reach a higher image 
resolution even with a low radiation dose [13,14,32]. 
 
 
 
 
 
Figure 14 A: Projection image of a CCD image intensifier system. Distortion of grid is observed on moving 
away from the centre. Therefore no useful image can be found at the corners. Since the active detector is 
circular, cone beam is satisfactory. B: Projection image of a digital system (flat panel detector: FPD). There is no 
image distortion. Since the active detector is square, pyramidal beam is used [12,32,36,38-40]. 
 
Cone beam computed tomography (CBCT) was originally developed in 1982 for 
angiography [16,17,36,41]. More than a decade later, it was applied to dentomaxillofacial 
diagnostics. Finally, in 1997, the first dental CBCT equipment was manufactured; it was 
marketed in 1998. This equipment, the ‘NewTom’ (an abbreviation of ‘new tomography’), 
had the appearance of a conventional CT in which the patient adopts a supine position during 
the acquisition (Figure 15 A). The detector was an image intensifier/charge-coupled device 
combination [12,32,36,41-43] (Figures 14 A, 16 A and B).  
 
 
 
 
 
 
Figure 15 Examples of 3 CBCT equipments. A: NewTom QR-9000 (Quantitative Radiology, Verona, Italy). B: 
Accuitomo 3D (Morita, Kyoto, Japan). C: KODAK/CS 9000 3D (Carestream Health Dental GmbH, Stuttgart, 
Germany). 
B 
A B 
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Figure 16 3D acquisition protocols with two different beam forms. A: Acquisition using cone shaped beam. B: 
Circle form basic projection image of the cone shape beam instrument (NewTom). The 3D reconstructed image 
is of spherically shape. C: Acquisition using pyramidal shaped beam. D: Square form basic projection image of 
the pyramid shape beam instrument (iCAT Classic). The 3D reconstructed image is cylindrically shaped [32,36]. 
 
The main advantages of dental CBCT are relatively high-resolution acquisition and, 
compared with conventional CT, lower radiation doses with smaller and less-expensive 
equipment [11,12,16,17,32,36,44-51].  
The next milestone in development was in 2003, when J. Morita Mfg Corporation 
produced equipment with relatively small volume. In this instrument the patient was already 
in a seated position (Figure 15 B). The same year, Imaging Sciences International (ISI) 
produced its iCAT equipment, which used a flat panel detector (FPD); as can be seen in 
Figure 16 C and D. They were able to take a scan with the same diameter, in which height 
and resolution of the field of view (FOV) were controlled independently of one another 
[32,52]. Another novelty was the ‘Extended Height’ acquisition mode, 20+20-second 
exposition, 22-cm height optional extended field of view (EFOV) (Figure 17 A) [52,53].  
A 
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Figure 17 Various methods to increase the reconstructed volume by different dental CBCT equipment. A: The 
schematic representation of basic acquisition procedures. iCAT Classic ‘Extended Height’ acquisition (20+20-
second exposition, 22-cm height optional extended field of view (EFOV)), which was reconstructed during 
fusion of  two separate 300 projections. The overlapping 4-cm-high region (EFOV 04) of the 22-cm height 
extended height acquisition mode (white colour marked, 300 raw data (RD) + 300 RD) of the study 
configuration. The reconstruction of the EFOV 04 was made using both scans’ RDs simultaneously [52,53]. B:  
In this equipment a 90-degree rotation of the detector could achieve a higher and larger diameter extended field 
of view (iCAT Next Generation/KaVo 3D eXam, Imaging Sciences International (ISI), Hatfield, PA, USA). 
Here the detector changed from a central to an off-set position [54]. C: Planmeca Promax 3D used to be used in 
2009 to reconstruct the whole face of the patient by stitching together 6 separately-scanned medium-size 
volumes. D: 3D Accuitomo from Morita is designed to scan 6 different FOV using different resolutions. E: The 
A B 
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Gendex CB-500 has the ability to take a scan with 2 different detector positions to have 2 FOV diameters. In this 
case the detector changed from a central to off-set position (Figure 19) [55]. F: 3D Reuleaux Full Arch FOV by 
MORITA Veraviewepocs 3D R100/F40 [56].   
 
 
 
 
 
 
Figure 18 Flat Panel Detector (FPD) Automatic Positioning Function of the Morita 3D Accuitomo 80 
instrument. ‘For 40 x 40 mm and 60 x 60 mm images, increasing the distance between the centre of the object 
being X-rayed and the FPD, the beams are almost parallel, delivering high-resolution images with no distortion’ 
[57]. 
 
 
 
 
 
 
 
Figure 19 These images shows the schematic image of the two possible projection geometries during the 
acquisition resulting in two different diameter scans. A: Centre of rotation coincides with the line connecting the 
X-ray source with the centre of the detector. In the Gendex CB-500, this setup results in an 8 cm diameter FOV. 
B: Centre of rotation is off-set, relative to the line connecting the X-ray source, with the centre of the detector. In 
the Gendex CB-500, this setup results in a 14.5 cm diameter FOV. C: Cross-section of reconstructed volume 
generated by method off-set geometry. This image shows the three regions of the FOV [17,29,30,55]. 
 
Another breakthrough occurred in 2007, when most instruments incorporated FPD 
(3D Accuitomo FDP, NewTom VG, Picasso). For instance, 3D Accuitomo from Morita, at 
that time, was able to scan three different FOV using different resolutions (Figure 17 D and 
18) [57]. The iCAT NEXT Generation/KaVo 3D eXam enabled custom adjustment of the 
collimator position. It was possible to adjust, by the same FOV diameter, to the optimal height 
of FOV to reduce the patient radiation dose. In addition, the 90 degree rotation of the detector 
could achieve higher and larger-diameter extended fields of view (Figure 19 B) [54]. And last 
but not least, there appeared the so-called ‘hybrid’ or ‘combi’ instruments which were able to 
A B C 
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produce three different types of acquisition: dental CBCT, digital panoramic radiograph and 
digital cephalometric radiograph (Picasso Trio, Planmeca Promax 3D). Moreover, Planmeca 
Promax 3D at that time was able to reconstruct the whole face of the patient by stitching 
together six separately scanned medium size volumes (Figure 17 C). In 2008, high resolution 
small volume (KODAK/CS 9000 3D) was the novelty on the market (Figure 15 C), while in 
2009 the medium size volume dental CBCT instrument created an explosion on the market 
(Picasso Trio, Gendex CB-500) [32]. With the Gendex CB-500, it was possible to take the 
scan with two different detector positions to have two FOV diameters (Figure 17 E) [55]. The 
details of this setup are illustrated in Figure 19. The next MORITA, Veraviewepocs 3D 
R100/F40, does not depict a cylindrical volume. The new Technology of Morita abandons the 
typical cylindrical FOV and uses a new convex triangle shape (Figure 17 F). According to 
the manufacturers [56], this 3D Reuleaux Full Arch FOV method more closely matches the 
natural dental arch form. Thus, the FOV reduces dosage by excluding areas outside the region 
of interest and allows a complete scan of the upper and/or the lower jaw. 
 
2.2  Basic principles of Computed Tomography (CT) 
Although it looks, rather simple, that soon after the patient enters a dental clinic a 
CBCT image is handed over to the doctor, a number of things must happen between these 
initial and final events. First of all, there is a data acquisition, using some type of X-ray 
radiation, collecting two-dimensional basic projections of digital images. This is treated as 
‘raw data’ (RD) [11,14,16,17,36,37,52-55,58]. In a second step, a computer will analyse the 
collected two-dimensional basic projections. On the basis of the pixels of the RD, the 
computer calculates the position and density or grey value information of voxels of the 3D 
reconstructed volume. This process is the so-called primary reconstruction (Figure 20 A). 
From this reconstructed 3D database of the voxels, the particular structure of the human body 
which has been investigated appears (Figure 20 B) [10,16,17,36]. 
 
 
 
 
Figure 20 A: A schematic illustration of the pixel to voxel conversion performed by the computer (primary 
reconstruction). B: Image structure of the voxels generated during the primary reconstruction according to A 
[17,59]. 
A B 
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Of course, there are always the questions: What do we measure in CT? and How do we 
compute a CT image? Clearly there is a mathematical background behind these two questions. 
The full mathematical background, which is based on Radon’s original work 
[10,13,14,16,17,25,29-31] in 1917, may be presented in simplified fashion. The mathematical 
background is shown in the Appendix.  
 
2.3  Dental Cone Beam CT imaging 
2.3.1  Nomenclature 
Cone Beam Computed Tomography (CBCT) is a collective noun used in Medical 
Science [12-14,32,36,60]. The dental CBCT is a special subsection of this large territory. In 
this section the focus will be on dental CBCT. 
Several names exist for dental Cone Beam Computed Tomography (CBCT) 
technology in English, like Cone Beam Volumetric Imaging [40] or Digital Volume 
Tomography [15,58]. In Germany, they used the DVT abbreviation (Dental Volume 
Tomography or Digital Volume Tomography) rather than the CBCT abbreviation [10-
12,33,43,61]. There is a legal reason for this. In Germany, when the Cone Beam CT 
abbreviation is used, the inclusion of computed tomography demands that a radiology 
specialist must analyse the acquisition, which would represent an additional expenditure. A 
dentist, oral surgeon, maxillofacial surgeon cannot analyse conventional CT acquisitions [10-
12,15,17,32,33,35,43,58,61-64].  
There is also a practical reason; DVT is using lower-intensity radiation than 
conventional CT. Consequently, it makes only the structure of bone density materials visible 
in details on the acquisition picture but the soft tissue cannot visualized qualitatively 
[11,37,39,43,65]. In contrast, some cone or pyramidal beam using equipment, scanning with 
higher intensity X-ray, is able to show the quality of soft tissues (MDCT) [13,14,29,66]. The 
technological development increased the interest of other fields of specialization, such as ear, 
nose, and throat (ENT). These days the Digital Volume Tomography (DVT) expression is 
used very frequently. The 3D CBCT expression is correct, but not in the same sense as many 
people believe. Perhaps emphasizing the 3D is unnecessary, because both the conventional 
CT and CBCT acquisitions cover the three dimensions of the human body. During the process 
of taking a 2D X-ray picture, the X-ray itself is either cone- or pyramid-shaped. This is 
actually the 2D cone beam picture. In contrast, 3D acquisition occurs when, during the 
acquisition process, the X-ray moves around in a circle and results in a 3D database [32].  
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The precise nomenclature is very important since a disease of the soft tissue cannot be 
seen because the soft tissue can be visualized quantitatively the size but not qualitatively the 
structure in a DVT [11,15,37,39,42,43,67]. However, the soft tissue lesion would be 
qualitatively visible on a conventional CT. If a conventional CT is required but actually a 
DVT acquisition is made, then the disease may not recognized that could become a fatal 
mistake [32,35]. 
It has been pointed out previously that it would be reasonable to use the logical DVT 
expression in Hungary as well [32,35,62,63]. 
 
2.3.2  Technical details 
The quantity of X-ray tube radiation is directly proportional to the applied current 
(mA) and the length of the operation time. The quantity as well as the quality of radiation is 
dependent on the kV potential between the cathode and anode. With increasing kV applied, 
both the number of X-ray photons as well as the mean energy, that is, the frequency, of the X-
ray photons are increased. The level of radiation the patient is exposed to is directly related to 
these technical details [10,11,13-17,32,68].  
 In comparing the conventional CT and dental CBCT equipment, we see the following 
variations in these technical details. Of all the dental CBCT instruments available on the 
market at this time, the kV values applied can be grouped into three different classes. Most of 
the instruments operate within the 60-90 kV range. Some instruments utilize potential in the 
90-120 kV range, and a few instruments utilize 120 kV as a single value 
[16,17,30,32,37,38,41,44-46,48,52-57,66,69-71]. In contrast, the conventional CT utilizes a 
higher voltage range: 80-140 kV. Where current intensity is concerned, the CBCT values 
range between 10-40 mA. In contrast, conventional CT imaging in the head and neck region 
may use as high a value as 120 mA [13,14].  
 For example, iCAT Classic equipment may be operated at values summarized in the 
following table (Table II) [52,53,72]. 
Of course, some of these machines operate in pulsed mode while others work in 
continuous mode [16,17,36,38,41,52-57]. In view of this, it may be noted that the iCAT 
Classic equipment, which operates in pulsed mode, results in an exposure time of only 3.5 
seconds during a 20-second long scan [15,52]. During this time the total radiation depends on 
the kV and mA values used [52,53,72], as specified in Table II. 
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Table II. Parameters for the five different applied scans and reconstruction modes of the iCAT Classic 14-bit 
greyscale resolution dental CBCT imaging system. Equipment characteristics: Exposure type: pulsed [52,53,72].  
 
Abbreviation of acquisition mode RD150 04 RD300 04 RD600 04 RD600 02 EFOV 04 
Number of raw data (RD) 2D 
projections 
 
150 300 600 600 300+300 
Degrees of rotation 360° 360° 360° 360° 360°+360° 
Slice thickness of the reconstruction 0.4 mm 0.4 mm 0.4 mm 0.2 mm 0.4 mm 
Tube current (mA) 9.65 18.45 36.12 36.12 18.45 
Tube voltage (kVp) 120 120 120 120 120 
Diameter of the FOV (mm) 154 154 154 154 154 
Height of the FOV (mm) 60 60 60 60 220 
Scan times (seconds) 10 20 40 40 20+20 
Exposure time (seconds) 1.8 3.6 7.2 7.2 3.6+3.6 
Measured dose at detector (mGy) 0.86 1.65 3.24 3.24 1.65+1.65 
 
RD150 04, in our study, is the abbreviation for the scanning mode with 0.4-mm slice thickness, and the number 
of frames is 150. The RD300 04 operation mode represents the iCAT CBCT with 0.4-mm slice thickness, and 
the number of frames is 300. The RD600 04 operation mode represents the iCAT CBCT with 0.4-mm slice 
thickness, and the number of frames is 600. The RD600 02 mode used the iCAT CBCT with 0.2-mm slice 
thickness, and the number of frames is 600. The EFOV 04 is the 4-cm height overlapping region of the iCAT 
Classic 22-cm height for Optional Extended Height acquisition with 0.4-mm slice thickness. This scan protocol 
consisted of two separate 13 cm height of 300 2D raw data (RD) projections. For the reconstruction of this 4 cm 
height overlapping region, the two groups of 300 projections (300+300) were used simultaneously [53]. 
   
Concerning the differences of resolution between conventional CT and dental CBCT, 
the dental CBCT has a better geometrical resolution than that of the conventional CT 
[15,46,49,50,67,71]. This is the result of the different voxel sizes used in the two techniques. 
Roughly speaking, the isotropic voxel size for dental CBCT is in the range of 0.076-0.4 mm. 
In contrast, the conventional CT isotropic voxel value used to be about 0.625 mm [32] but 
more recently that value is 0.24 mm [17].  
 Needless to say, some of the older conventional CT machines, which may still be in 
use, operated with non-isotropic voxels, implying that the three coordinates x, y, z were not of 
the same units. Of historic interest, it may be noted that the very first dental CBCT was such a 
machine (NewTom QR-9000, Figure 15) [36,41,42].    
 
2.3.3  Advantages and disadvantages of dental CBCT 
 There are different advantages and disadvantages to conventional CT and dental 
CBCT [11-17,29,32,36,37,43-50,67,70,71,73-75].  
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The advantages of conventional CT include the following: 
- Excellent hard and soft tissue contrast. 
- Accurate measurements in Hounsfield units are possible, even in the case of soft tissues. 
- The FOV can be extended as may be necessary. 
- There are fewer artefacts in the reconstructed scan [29]. 
 
The disadvantages of conventional CT include the following: 
- The radiation dose is 30-50 times higher than dental CBCT. 
- The equipment is more expensive. 
- The size of the isotropic voxel cube is considerably higher than that of dental CBCT. It is in 
the range of 0.625-0.24 mm for conventional CT in contrast to 0.125 mm for iCAT and 0.076 
mm for KODAK/CS 9000 3D. 
- Since patients have to lie down in a tube of the conventional CT instrument; they may 
develop a feeling of claustrophobia. 
- The equipment requires a larger room and increased radiation protection. 
 
The advantages of dental CBCT include the following: 
- Pathological condition of hard tissues can be viewed in different planes. 
- Lower radiation dose than conventional CT. 
- Scanning time is very fast. 
- In the 3D volume uses isotropic voxels with sub-millimetre resolution. 
- Most of the manufacturers provide free viewer software with extended functionality 
enabling interactive analysis. 
- Less expensive than conventional CT. 
- It is also possible to export the reconstructed volume in DICOM format.  
 
The disadvantages of dental CBCT include the following: 
- During the acquisition, the patient must be absolutely motionless. 
- Soft tissues are imaged quantitatively but not qualitatively. Poor soft tissue contrast. 
- Higher radiation dose than other dental radiographs. 
- Dental CBCT technique is not capable of caries detection [73]. 
- Over all there are more artefacts in the reconstructed dental CBCT scan than in conventional 
CT scan [29].  
20 
 
- Dental CBCT, just like conventional CT, is sensitive to metallic objects such as fillings and 
implants. These may produce one class of artefacts, called metal artefacts, but there are fewer 
at the level of the occlusion by dental CBCT acquisition than in conventional CT 
[10,11,15,43,74]. 
- More noise in the dental CBCT image than in conventional CT 
[29,36,37,46,48,67,70,71,75]. 
 
2.4  Various image artefacts in dental CBCT 
Some distortion or error in the image is regarded as an artefact if this appearance is 
unrelated to the subject examined [16,17,29].  
 
2.4.1  Inherent artefacts 
 The limitation of physical processes causes the artefacts during acquisition in CBCT 
data. The following three types of cone beam-related artefacts are recognized:  
- Scatter effect; 
- Cone beam effect;  
- Partial volume averaging effect. 
The scatter effect is the result of scattered X-ray photons which are diffracted on 
matter and change their original path. This image degradation is sometimes called ‘quantum 
noise’ (Figure 21 A) [10,12-17,29,30,36,68]. 
 
Figure 21 A: The scatter of X-ray photons influence the grey values, measured in HU, in the reconstructed 
CBCT volume [29,30,32,37,49,50,66]. For instance, according to definition by MDCT, the air HU value is 
exactly -1000.  As may be seen in the dental CBCT image, the measured areas of air are in the range of (-678) - 
(-1000). B: The arrows are showing the cone beam effect in the coronal section of FOV [16,17,29,32,76]. 
A B 
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The cone beam effect artefact occurs particularly frequently at the peripheral area of 
the scanned volume. The superior and inferior peripheral extension of the volumetric data set 
of the scanned volume is causing a peripheral ‘V’ artefact at the top and bottom of the FOV 
(Figure 21 B). This is a visible change of the grey scale in the reconstructed image. It causes 
an increased noise, as well as distortion and reduced contrast. By appropriately positioning the 
FOV in the horizontal plane of the X-ray beam, the artefact can be reduced [13,14,16,17,32].  
The partial volume averaging artefact occurs when the refinement of the chosen voxel 
size is larger than the size of the details of the scanned object [10,13,14,16,17,29,30,62]. 
(Figure 22 A, B, C and D). This is also illustrated later in Figure 34. 
 
 
 
 
Figure 22 Partial volume averaging artefact. The same oral implant shows two different diameters due to 
different brightness and contrast adjustment of the images on the same dental CBCT aquisition (A and B).  This 
is caused by the pixel structure of the reconstructed image due to the fact that the voxel on the implant surface 
can possibly have two different grey values depending upon image brightness and contrast adjustment. Images A 
and B: were created by the interpolation of the digital image pixels structures (compare to Figure 34 D). The 
same bar pattern phantom was used for two different CBCT acquisitions: C: RD600 02 and D: RD 600 04 
(compared to the definition given in Table II). Note that in Figure 22 C the ring artefact is also seen (arrow) 
[10,13,14,16,17,29,30,62,72]. 
 
 
C D 
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2.4.2  Procedure-related artefacts  
These artefacts appear either as fine striations or as lighter or darker concentric circles 
within the reconstructed image [16,17].   
Circular or ring artefact typically appears on an axial image (Figure 23 A and B). 
This is the visual appearance of the imperfections in scanner detection resulting from poor 
calibration of the detector. It may also be caused by a damaged detector [13,14,16,17,29,72]. 
This striation, the so-called Moire artefact, could be caused by under-sampling 
(Figure 23 C, D and E). The under-sampling could be caused by two factors: it may occur 
when too few 2D basis projections were taken during the acquisition, or when the angle of 
rotation was insufficient. Both of these factors could cause a noisier and less sharp image with 
possible striations in the reconstructed volume (Figure 23 C and D) [10,13,14,16,17,29,36]. 
 
 
 
Figure 23 Typical examples for ring artefacts in CBCT image which may result from failures of the calibration 
process (CP). Reconstructed images of the 150 mm diameter standard Imaging Sciences International Inc. 
quality-assurance phantom, which is made of air (1.29 kg/m3=0.00129 g/cm3), LDPE (0.92 g/cm3), acryl (1.18 
g/cm3) and Teflon (2.16 g/cm3) embedded in a Plexiglas cylinder. In the height of these two axial slices the bar 
pattern phantom is not visible (compare to the image of the bar pattern phantom in Figure 22 C and Figure 31 
B). On both of these acquisitions ring artefacts are detectable (arrows) because these scans was taken without the 
calibration process of the detector. A: COLD. B: WARM (compare for details Table III). C, D and E: Moire 
artefact caused by under-sampling. The cadaver head* has been scanned with three different acquisition modes 
of the same dental CBCT equipment. C: RD150 04. D: RD300 0.4. E: RD600 0.4 [13,14,16,17,29,72]. 
Properties for these experimental conditions of the applied acquisitions chosen for this study are in Table II and 
III. The four inserts of the quality assurance phantom are arranged in the following sequence: upper left hand 
side air, lower left hand side Teflon, lower right hand side LDPE and upper right hand side acryl (A and B). 
(Window 3000, level 605, applied filtering: ‘Sharpen 3x3’ by XoranCAT technology acquisition program, 
version 3.1.62). LDPE, low-density polyethylene.  
*Department of Anatomy Histology and Embryology, Semmelweis University, Budapest, Hungary. 
A B C D E 
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2.4.3  Introduced artefacts 
This type of artefact is due to the physical characteristic that lower energy photons are 
absorbed preferably to higher energy photons. This is frequently called beam hardening 
(Figure 24). Distortion of metallic or dense objects causes such an artefact, called a cupping 
artefact. It may also show dark streaks when the X-ray is passing through between two dense 
objects. These may be called extinction or missing value artefacts. These phenomena can also 
be seen in the case of contrast material filled vessels (Figure 34) 
[12,13,14,16,17,29,30,62,76]. 
 
 
 
 
 
 
 
Figure 24 The presence of different artefacts in the FOV: metal artefacts, scatter and beam hardening [16,17,62]. 
 
2.4.4  Patient motion artefacts 
 Motion of the patient may result in further artefacts on the reconstructed CBCT image. 
An indication of patient motion is increased noise and the appearance of double contours in 
the reconstructed image [10,12-14,16,17,29,62]. 
 
2.5  Quality improvement of images by post-processing methods   
 The ultimate goal in dental CBCT imaging, similarly to the applications of all other 
medical X-ray imaging techniques, is to achieve the best possible image quality with the use 
of minimal radiation dose [12,42,77]. This can be achieved in three phases during work-flow. 
The first phase and the second is done during preparation and execution of the data collection, 
and includes the following items: 
- well maintained equipment; 
- warming-up period (WUP), if it is required [52,54,55,72];  
- calibration process (CP), if it is required [52,54,55,72]; 
- instructions to the patient [35,73,78]; 
- the precision of the applied scanning geometry [29-31,53,60]; 
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- the quality of the reconstruction of the applied software i.e. reconstruction algorithm 
[12,29-31,53,60]. 
All of these are regarded as pre-processing or processing components of the work-flow. These 
will be investigated and discussed, in some details, in this dissertation.  
There are also post-processing methods in this field. The highest professional opinion 
in valuing the post-processing methods is clearly declared by Professor Ralf Schulze at 
Johannes Guttenberg-University of Mainz, Germany [29]: 
‘It is no surprise that the technical community puts considerable efforts into developing 
techniques for artefact reduction. Many of them are post-processing algorithms operating on 
the 3D volume data. Although this may result in considerable reduction of some apparent 
artefact structures, from a physical point of view post-processing is like putting the cart 
before the horse since the error has been integrated into the volume already. Consequently, 
more modern approaches attempt to avoid reconstruction errors either by supplementing 
missing or incorrect information in the projection images or by iterative reconstruction 
process.’    
 
3  Aims 
The purpose of the present dissertation is the examination of the grey value accuracy 
and the improvement of image quality in dental CBCT. These investigations involved the pre-
processing and the processing work-flow in order to minimize the technical limitations and 
thereby maximize the quality of the reconstructed image.  This purpose was motivated in 
accordance with the as-low-as-reasonably-achievable (ALARA) principle which is a world-
requirement in the 21st century. Consequently, the radiation dose for dental patients should be 
optimized to achieve the lowest practical level to address a specific clinical situation. For this 
reason, it is of considerable importance that we obtain the best necessary image quality on a 
certain radiation level [72,77]. The possibility of achieving the above goals have been 
examined by investigations summarized in the following three Research Topics: 
A minimizing the noise in the reconstructed dental CBCT image;  
B reducing the presence of artefacts;  
C improving the image quality by obtaining more accurate grey values in the 
reconstructed image.  
The study of these three Research Topics materialised in four scientific publications 
(Papers 1-4). 
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Eight Thesis Points have been established which are related to the three research 
topics and four papers in the following way: 
 
1 Minimizing the noise in the reconstructed dental CBCT image (Research Topic A).  
Conditions established by drastic mass reduction in the FOV (Paper 1). 
 
2 Minimizing the noise in the reconstructed dental CBCT image (Research Topic A).  
Conditions established by calibration of the detector and reaching its steady-state 
temperature during the warming-up period (Paper 2). 
 
3 Minimizing the noise in the reconstructed dental CBCT image (Research Topic A). 
 Conditions established by using a more accurate reconstruction algorithm (Paper 4). 
 
4 Reducing the presence of artefacts (Research Topic B). 
Conditions established by calibration of the detector and reaching its steady-state 
temperature during the warming-up period (Paper 2). 
 
5 Reducing the presence of artefacts (Research Topic B).  
Conditions established by determining and then employing the ideal contrast material 
concentration during the procedure of mapping of the angiosome (Paper 3). 
 
6 Improving the accuracy of grey values in the reconstructed image (Research Topic C).  
Conditions established by drastic mass reduction in the FOV (Paper 1). 
 
7 Improving the accuracy of grey values in the reconstructed image (Research Topic C).  
Conditions established by calibration of the detector and reaching its steady-state 
temperature during the warming-up period (Paper 2). 
 
8 Improving the accuracy of grey values in the reconstructed image (Research Topic C).  
Conditions established by using a more accurate reconstruction algorithm (Paper 4). 
 
Consequently, we must realize, as a basic problem, that a reconstructed dental CBCT 
image doesn’t show precisely the facts as they are.  
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(i) X-ray scattering causes and increases the noise in the reconstructed image 
[37,71] therefore it reduce image quality and furthermore it is influencing grey 
values [29,30,37,49,50,66,70]. 
(ii) The presence of different artefacts, which are causing a change in the data of 
the reconstructed image and therefore reduce the fidelity of the density value in 
the reconstructed image [30,34,37,39,47,49,50,66,79]. 
(iii) At last but not least, due to the data collection from single circular orbit is 
insufficient for an accurate reconstruction of the volume using cone beam 
geometry. Consequently, this leads to the fact that, in general, there is no 
perfect acquisition procedure in use [29,31,60].  
 
The magnitude of the problem is illustrated by the fact that at least one of the 
companies makes the following statement at each acquisition:  
‘Warning, CT data does not accurately represent biological data and therefore caution and 
sufficient time must be taken for observation’ [80]. 
 
4  Materials and Methods   
All experiments carried out and summarized in this dissertation involved two classes 
of instruments, MDCT and dental CBCT; the latter of these included three specific 
instruments: Vatec Picasso (E-WOO Technology Co., Ltd. (Factory No.2) 139-2, 138-2, 
Hagai-dong, Giheung-gi, Yongin-si, Gyeonggi-do Korea), iCAT Classic and KaVo 3D eXam 
(Imaging Sciences International (ISI), Hatfield, PA, USA) as illustrated in Figure 25. The 
first, MDCT, was manufactured by General Electric (GE) Medical Systems LightSpeed VFX 
Ultra, Tokyo, Japan. 
 
 
 
 
 
 
Figure 25 A schematic illustration of the various classes of equipment used in the present research. Note that the 
MDCT measurements represent a gold standard of this field. 
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The following materials were used in these in vitro studies, covered by the three 
Research Topics and resulted in four papers: 
- ISI quality-assurance phantom; 
- water phantom; 
- mandible phantom with and without spine (specific developed); 
- extracted upper premolar tooth of a mummy; 
- cadaver heads or block of cadaver heads. 
 
The three factors, which reduced the quality of dental CBCT image, were covered in 
the three research topics examined. These three Research Topics, which resulted in four 
published papers, dealt with the details of the pre-processing and processing work-flow as 
outlined in the Aims (Section 3 on page 24). 
 
Paper 1 This paper appeared as a book chapter [63], discussing Research Topic A 
and Research Topic C, minimizing the noise caused by X-ray scattering and achieving a 
better density response. In this case, Picasso Pro dental CBCT equipment was used (E-WOO 
Technology Co., Ltd. (Factory No.2) 139-2, 138-2, Hagai-dong, Giheung-gi, Yongin-si, 
Gyeonggi-do Korea). The examined material was an extracted upper premolar tooth of a 
mummy. A reduction of X-ray scattering is resulted in this in vitro study. This was due to 
reduction of the mass and size of material in the FOV, as the scan was taken only of this 
single tooth without the head. Thus, it was possible to arrive at a better image quality. In 
accordance to section Aims on page 24; in essence this reduction of X-ray scattering caused 
the reduction of the noise in the reconstructed image (Research Topic A). Therefore these 
changes increased the contrast resolution and yielded a better density response (Research 
Topic C) of the dental CBCT instrument [13,16,17,29,30,36,37,39,46-50,53,66,69,71]. This 
work has been based on an X-ray scattering study using iCAT Classic and KaVo 3D eXam 
equipment [81]. 
 
Paper 2 In this publication [72], discussing Research Topic A, Research Topic B 
and Research Topic C, iCAT dental CBCT and GE MDCT instruments were utilized. The 
purpose of these experiments were to minimize the noise and artefacts, and furthermore, to 
improve the accuracy of grey values in the reconstructed image. Note that the MDCT 
measurements represent a gold standard in this field. To investigate the effect of the detector 
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temperature and that of the calibration process of the flat panel detector (FPD) on the dental 
CBCT image quality, four different experimental conditions were used (Table III). 
 
Table III List and abbreviations of the four experimental conditions used for the flat panel detector (FPD) in the 
present study [72].  
cold detector without calibration: COLD cold detector with calibration: COLD+C 
warm detector without calibration: WARM warm detector with calibration: WARM+C 
COLD means the acquisition was taken without warming-up period and calibration process of the FPD. 
COLD+C is the abbreviation for the scan taken directly after the start of the equipment with cold detector but 
after the calibration process. The WARM operation mode indicates that the machine was on for at least two 
hours before the scan but no detector calibration was performed. The WARM+C scan protocol is consistent with 
the cone beam computed tomography scan with the complete calibration sequence after the warming-up period. 
The two-hour warming-up period preceded the calibration process. 
 
First, the measured grey values in Hounsfield units (HU) were compared for the four 
different experimental conditions of the four homogenous density materials of ISI quality-
assurance CBCT phantom: air (1.29 kg/m3=0.00129 g/cm3), low-density polyethylene 
(LDPE) (0.92 g/cm3), acryl (1.18 g/cm3) and Teflon (2.16 g/cm3) [52-55,72,76].  
Second, for checking the spatial accuracy of the CBCT images in the four applied scan 
conditions, the visibility of the bar pattern at the centre of the ISI quality-assurance phantom 
was investigated [52,72]. 
 
Paper 3 The scientific basis of this paper [82] was presented previously as two 
separate congress lectures [83,84], discussing the use of iCAT Classic CBCT equipment. The 
goal of the first congress lecture [83] was to find a protocol and ideal contrast material 
concentration for the different mass size in the FOV using dental CBCT. The second congress 
lecture included the anatomical study of the intraosseous vascular territory (angiosomes [85]) 
of the facial artery. In this examination [82,84], cadaver heads or block of cadaver heads were 
used. With an established procedure it was possible to minimize the presence of artefacts 
(Research Topic B). For this reason a special calibration process was developed by varying 
different contrast material concentrations in order to achieve the maximal visibility of the 
contrast material filled vessels in soft tissues and bone. It was also necessary to create a 
special phantom to model both for the cadaver heads and the blocks instead of performing a 
real anatomical examination. For this preliminary study [83], contrast material filled plastic 
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tubes were used in these phantoms during the dental CBCT acquisitions. The advantage of 
using these phantoms was the possibility to make several series of measurements using 
different concentrations of various types of contrast materials. These dental CBCT 
examinations were also reproducible with these phantoms [83]. On the basis of this 
preliminary study [83] a predetermined concentration of the Microtrast contrast material 
solution (Microtrast, Guerbet GmbH, Sulzbach, Germany) was used in the anatomical study 
of filled vessels [84] as outlined in Paper 3 [82]. 
 
Paper 4 In this paper [53], discussing Research Topic A and Research Topic C, the 
same instruments were used as in Paper 2. The MDCT measurements represented the gold 
standard as in Paper 2. This in vitro study was performed using both an ISI quality-assurance 
phantom and a water phantom; the former of these was used in Paper 2. These experiments 
were performed using also the concept of sequential cone beam computed tomography 
(SCBCT) [13,60], to obtain dental CBCT imaging with more realistic grey values (apparent 
density (AD)) and reduced noise. This yielded in lower SD values, as compared with other 
scan modes using the same iCAT Classic dental CBCT. According to the literature [37,65,69], 
dental CBCT technology using Feldkamp algorithm or its modifications, can lead to 
visualization of the high-contrast structure in the acquisition, similar to MDCT for the “bone 
window” range. Therefore those phantoms, which are containing lower-density materials 
inserts such as fine trabecular bone, D4 (corresponding to acryl) [30], or soft tissues that are 
mimicked by LDPE cannot be studied quantitatively using Feldkamp algorithm [37,42,53,72]. 
In contrast to this, using the same dental CBCT equipment, all four inserts in this ISI quality 
assurance phantom will give more accurate grey value and lower SD value applying the 
SCBCT concept rather than Feldkamp algorithm. These experiments were designed to obtain 
a definite proof, that the SCBCT method gives better image quality. This point made it 
essential that the ISI quality-assurance phantom is used in this investigation presented in 
Paper 4. 
 
5  Results and Discussion 
5.1  Focusing on X-ray scattering as the first basic problem  
Scattering may be a significant problem in all radiation phenomena. Clearly, X-ray is 
no exception. The quality of all X-ray images is reduced by the extent of the magnitude of 
scattering [13,14,29,30,37,49,50,66,70,71]. In dental and maxillo-facial CBCT imaging, 
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scattering could be so intense, with respect to the direct radiation, that it could produce ghost 
pictures of the non-radiated region of the skull [81].  
 In this section, two studies are discussed. In the first study the magnitude of scattering 
was determined with respect to the magnitude of direct and forward scattered radiation [81]. 
In the second study a singular premolar tooth was subjected to complete X-ray imaging 
investigation by dental CBCT technology [63]. In that case, the detailed mapping and 
reconstruction of the shape of the dry soft tissue within the internal cavity of the tooth was 
possible because there was opportunity for the drastic reduction of scattering. This became 
possible because there was no solid surrounding around this single tooth. Consequently, the 
mass encountered by the X-ray beam does influence both the noise and the grey value 
accuracy (in HU) [37,47,76]. Of course the image quality is also dependent on the accuracy of 
the measured grey value in HU. The question: how could be maximise the quality of the 
reconstructed image without the drastic reduction of the mass in the FOV will be discussed in 
Section 5.2. 
 
5.1.1  Examination of the magnitude of X-ray scattering on CBCT imaging 
In order to minimize the radiation dose, it is desirable to reduce the size of the FOV.  
This could be achieved either by reducing the height or the diameter of the FOV. It is possible 
to vary the height of the FOV using the KaVo 3D eXam dental CBCT equipment during the 
continuous setting of the direct beam size by the adjustable beam gate (Figure 26 A) [54].  
In the lower part of Figure 26 B, the lower jaw is shown with a 57 mm height FOV. 
Even though the beam gate allowed a 57 mm radiation, nevertheless the detector recorded the 
total of the 130 mm height FOV. Consequently, it was possible to reconstruct the full 130 mm 
height FOV using the original raw data (RD). This is shown in the upper part of Figure 26 B. 
It should be emphasized that this figure consists of two parts. The lower part of the image has 
diagnostic value and the upper part shows the ‘ghost picture’ of the higher part of the face. 
Clearly, this ghost picture is due to the scattering of the X-ray as it was not exposed to direct 
radiation due to the beam gate position (Figure 26 C) [81]. In order to exclude an error of the 
equipment, originated from the possibility that the door of the beam gate would not be 
blocked completely for the X-ray radiation, the opened part of the beam gate was covered 
with a lead plate. Air KERMA measurement was obtained with radiation measurement 
equipment (Radcal Corporation model 9015). Under this experimental condition no X-ray 
radiation was detectable [81]. Consequently, the experiment determined the magnitude of the 
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scattered and direct radiation as well as their ratio, using thermoluminescent dosimeters 
(TLD) [86]. Therefore a scan was taken from each of the researchers with the indication to 
investigate the position of their lower wisdom tooth (RD600 04). The measured values are 
shown by the height of the individual columns in Figure 26 D [81]. In addition, the TLD was 
placed directly to the neck skin by way of the direct beam, and the value of the absorbed 
radiation was 4mGy. On the internal and external side of the leaded apron, TLD doesn’t show 
anything [81]. On the basis of the above, it was clear that this phenomenon was produced only 
by scattered radiation, and we have shown that, in the reconstructed image, not only the direct 
beam but the scattered radiation plays a major role. The sensor is not to discriminate between 
the signals from the direct and the scattered radiation. The absorbed radiation by the detector 
from the scatter not only increased the noise in the image but it is also influenced the accuracy 
of the grey value [13,16,17,29,30,36,37,39,47-50,53,66,69,70,81]. 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 26 The height of FOV can be adjusted by the setting of the beam gate [54]. A: Only the lower part of the 
detector exposed to direct radiation for the acquisition of the lower jaw since this is what is permitted by the 
beam gate. In this way the dose of CBCT exposure to the patient can be minimized. B: In this case, the detector 
pictures, the so-called raw data (RD) images, were used in the reconstruction, and their heights were extended 
from 57 to 130 mm height. Consequently, the original 57 mm height FOV acquisition was reconstructed in 130 
mm. All of this was done without any new exposure. Above the original 57 mm height FOV (lower jaw), new 
recognizable anatomy structures of the skull became recognizable in the whole volume of the image. The 
observation of such ‘ghost pictures’ was possible, in all similar cases, in a reproducible fashion. C: This 
schematic illustration shows the scattering of the X-ray photons which is the origin of the ‘ghost pictures’ 
A B 
C D 
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phenomenon. D: This plot shows the distribution of the radiation dose on the detector surface during the applied 
lower jaw acquisition. Rows 1 to 4 are associated with the ‘ghost image’ caused by the scattering of the 
radiation. Rows 5 to 6 are the region of the opened beam gate. A total of 30 pieces of LiF (type: MTS-N) 
thermoluminescent dosimeters (TLD) were used for this investigation [86]. The dose distribution measurements 
on the sheet during the 20sec exposure were performed (by 4x6 = 24 pieces) in four columns six rows of TLDs. 
It was supposed that during the scan (360 degree rotation) the dose distribution would be symmetrical; hence, the 
fifth column TLDs were not required. The values of the absorbed doses in the grid (in booth examinations) were 
increasing toward the left lower corner, and the distribution was not symmetric. The range of the direct and 
forward scattered radiation was less than 9 and 30 percent [81].  
 
5.1.2  Examination of the possibility of mapping of dry soft tissue within a single tooth 
with the drastic reduction of X-ray scattering 
 From the previous chapter as well as from earlier literature 
[13,14,16,17,29,30,36,37,39,47-50,66,69-71], it became clear that the scattering phenomenon 
represents a major problem in the CBCT imaging technique. With increasing mass and size of 
material in the FOV, internally, as well as externally (exomass effect), there is an increasing 
magnitude of X-ray scattering accompanied with increasing noise. These factors also 
influence the accuracy of the grey values in the reconstructed image 
[37,39,47,66,68,71,75,76]. Therefore the internal soft tissue in a tooth is not very visible when 
the tooth is in the head. Consequently, a better picture is expected in the case of a single tooth. 
The following case study illustrates this clearly. 
The high priest, Pál Szechenyi (1642-1710), died under dubious circumstances. 
According to rumours he was poisoned by arsenic. The examination of the internal structure 
of an upper premolar tooth is expected to show if there is any arsenic content or not. Figure 
27 shows the Reverend Pál Szechenyi and his investigated tooth [63]. 
 
 
 
 
 
 
Figure 27 A: The painted portrait of the living high priest. B is the photograph of the dead mummy of Reverend 
Pál Szechenyi. C: shows the photographs of the investigated upper premolar tooth [63]. 
 
 The applied dental CBCT technique allowed the generation of the X-ray image of the 
tooth, as well the selected cross-section image. Consequently, it was possible to take only one 
A 
B 
C 
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X-ray, a dental CBCT acquisition, to create all the needed X-ray images [63]. These are 
shown in Figure 28 as well as Figure 29 B and C. 
 
 
 
 
 
 
Figure 28 Views of ray sum [17] images (A and B), like images of conventional 2D dental X-ray, and the 
selected cross section images (C and D) of the investigated tooth. These are generated from the 3D database of 
the dental CBCT acquisition by the software called ‘EzImplant Dental3D viewer’ [63]. 
 
The dried residue of the soft tissue of the pulp is shown in images A and C in Figure 
29. It is this that is expected to contain arsenic in the case of poisoning. Subsequent 
examination showed no arsenic content; therefore, the priest died of natural causes [63].  
 
 
 
 
 
Figure 29 Image A is the photograph of the investigated tooth after slicing. The two arrows show in the cross 
section of this tooth the dry soft tissue in the two root canals. Images B and C are generated from the 3D 
database of the 0.2 mm resolution dental CBCT acquisition of the whole tooth. B: This image shows the 3D 
reconstruction of the inner surface of the root canal and pulp chamber of the investigated tooth. C: Dental CBCT 
image which also shows the dried residue of the soft tissue of the pulp in the canal and in the pulp chamber. 
Figures B and C were generated by the software called ‘EzImplant Dental3D viewer’ [63]. 
 
 It should be emphasized that reduced X-ray scattering occurring in the case of a single 
tooth made it possible to make the internal soft tissue of the tooth observable by dental 
CBCT-technique (Figure 29 C). Applying this reduction of the mass and size of material in 
the FOV, using the reduction of X-ray scattering, it was possible to arrive at a better image 
quality. This decrease of X-ray scattering causes the reduction of noise in the reconstructed 
image; therefore it causes an increase in contrast resolution and leads to a better density 
response of the dental CBCT instrument [13,16,17,29,30,36,37,39,46-50,53,66,69,70,71]. The 
advantage of the method outlined about has shown that it was possible to examine of the inner 
soft tissue content before the destruction of the single tooth structure [63]. 
A B C D 
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5.2 Optimal density response for the dental CBCT imaging as the second basic 
problem; quality improvement by pre-processing and processing workflow 
Cone beam computed tomography (CBCT) was originally developed in the early 
1980s for angiography [16,17,36,41,53,69], and more than a decade later it was applied to 
dentomaxillofacial diagnostics. The main advantages of CBCT are relatively high-resolution 
acquisition and, compared with conventional CT, lower radiation doses with smaller and less 
expensive equipment [12,16,17,36,44-49,53,69,70,79]. 
As was discussed in Section 5.1, from a technical point of view, the limitation of 
image quality by dental CBCT technology is dependent on the increased X-ray scatter. This 
not only increases patient dose but also is a principal contributor to reduced contrast 
resolution and increased noise in CBCT images [37,46,53,69,71], therefore influencing the 
density values [13,16,17,29,30,36,37,39,47-50,53,66,69,70].  
The purpose of the second part of this research was to maximize the accuracy of the 
measured grey values in HU and therefore the quality of the reconstructed image without the 
drastic reduction of the mass in the FOV. The following three sections will show what may be 
done to achieve that by the given dental CBCT instrument. 
- The first section (Paper 2), using the pre-processing workflow, is the optimization of 
the functioning of the detector [72]. (Section 5.2.1)  
- The second possibility (Paper 3) is to establish the applied contrast material 
concentration [82], appropriate to the characteristics of the applied dental CBCT equipment, 
in order to reduce the presence of artefacts in the reconstructed image. (Section 5.2.2) 
- The third alternative way (Paper 4) involves the change of the applied scanning 
geometry and reconstruction algorithm to yield a more accurate method [53]. (Section 5.2.3) 
 
5.2.1 Steady-state temperature and the calibration of the FPD as the result of the pre-
processing work-flow 
The image quality of the reconstructed dental CBCT acquisition is strongly dependent 
on the characteristics of the applied detector. Some flat panel detector (FPD) types require a 
warming-up period (WUP) to achieve a steady-state temperature; and some of them, those 
that have a cesium iodide detector, may require a calibration process (CP) after each WUP. To 
investigate the effect of the detector temperature and that of the calibration process of the FPD 
on the CBCT image quality, four different experimental conditions were used (Table III) 
[72]. 
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The cone beam computed tomography (CBCT) imaging process consists of several 
steps (Figure 30) [72].  
 
 
 
 
 
 
Figure 30 Schematic figure of the signal conversion chain from X-ray to three-dimensional reconstructed image 
of the dental CBCT equipment, which incorporates an amorphous silicon image detector with a cesium iodide 
conversion layer [72].  
a-Si is the abbreviation for amorphous silicon; CsI means caesium iodide. 
 
The quality of the image may be influenced by a number of effects during the signal 
conversion chain. One of these is the optimal or non-optimal state of the detector. For 
example, some instruments which use a certain type of FPD may require a WUP for the 
detector to reach its steady-state temperature. Also, in certain cases, calibration process of the 
FPD is recommended for obtaining the ideal image quality. This information may escape the 
attention of some owners. Also, in an emergency within an oral surgery department, an 
acquisition must be taken immediately after the start of the equipment. Consequently, it is of 
utmost importance to investigate the impact of the WUP and the CP of the FPD on image 
quality, and this was one of the aims of this dissertation. For instance, by iCAT Classic 
equipment (Imaging Sciences International (ISI), Hatfield, PA, United States) the WUP is 
about two hours from cold state [52]. After the WUP, an electric fan prevents overheating and 
maintains a steady-state temperature of 30ºC in the FPD. The detector system is analysed 
during the CP and suitable correction data is derived, which is used later in subsequent image 
acquisition to compensate known deviations from ideal detector behaviour (Figure 30). This 
modified data would serve as the database for the reconstructed volume of the image 
[16,17,72]. 
The objective in the present in vitro study is to investigate the measured grey values 
and the spatial accuracy of a quality-assurance phantom on the reconstructed image, which is 
recommended by the manufacturer for quality assessment of the equipment [52]. Figure 31 
shows the applied set-up of the quality-assurance phantom in the iCAT Classic dental CBCT 
equipment, as well as the separate phantom [52,53,72]. 
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Figure 31 A: Photograph of the configuration set-up of the cylindrical (150 mm diameter) standard Imaging 
Sciences International (ISI) quality-assurance cone beam computed tomography (CBCT) phantom in the iCAT 
Classic equipment. B: Photograph of the same ISI quality assurance CBCT phantom [53,72]. 
 
The caesium iodide solid-state amorphous silicon FPD is an indirect, two-step X-ray 
conversion system [16,17,69,72,87,88]. This two-step detection is based on the electronic 
signal generation from the X-ray photons which are not absorbed by the target. The first step 
is the conversion of the X-ray to visible light. When X-ray photons strike the scintillator 
screen of the FPD, visible photons are emitted from the incorporated cesium iodide substrate. 
In the next step of the signal conversation chain, this visible light is converted by the pin 
photodiodes to electric charge [69,88], which is collected by the integrating amplifier and 
converted to output signal voltage, leading to digital data (Figure 30) [87]. The resistance-
characteristic of each of the photodiodes of the FPD depends on the temperature; this is why it 
is important to reach the steady-state temperature of the FPD during the WUP. The other 
important factor is the calibration process. Consequently, homogeneous X-ray illumination, 
without any objects interfering with this radiation, is best for testing the detector and finding 
the pixel defects showing different grey shades. This CP of the iCAT Classic dental CBCT 
equipment is performed in four steps: 1. analysing the detector panel; 2. offset calibration; 3. 
gain calibration; 4. high gain calibration [72]. 
Two types of iCAT Classic equipment operation require WUP. One is a 5-second-long 
WUP of the X-ray tube, which is needed to ensure homogeneous radiation during gain and 
high-gain calibration. These last two steps of the CP always start with this 5-second exposure 
without X-ray detection to ensure the warming up of the X-ray tube [52]. Following this 
period, the gain and high gain calibration is performed with homogeneous radiation, which is 
necessary to achieve uniform illumination to every pixel of the FPD. The other of the two 
types is the WUP of the iCAT Classic equipment, the WUP of the FPD, which lasts for two 
B A 
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hours. This process has been outlined in some detail in a paper [72]. The output electric 
charge of the photodiodes in the FDP can fluctuate even in the case of uniform photon 
density. This fixed pattern noise would affect the density response quality of the FPD. 
Although the X-ray radiation is homogeneous and the FDP has reached the steady-state 
temperature, some pixels of the FPD will still show different shades. These would appear as 
lighter or darker ring artefacts [29] around the axis of the rotation on the reconstructed image. 
The ring shape is due to the rotating motion of the detector during the acquisition (Figure 22 
C, Figure 23 A and B) [72]. To prevent such a variable density response, the steady-state 
temperature of the FDP is not enough. The above-mentioned four-step CP is also required that 
guarantees the optimal dose response of FPD pixels. The information gathered in this way 
would be used during the reconstruction process to compensate the differences in photodiode 
output (Figure 30) [17,72]. 
Small changes in grey values of the four inserts of the ISI quality-assurance phantom 
can be detected on the reconstructed CBCT image with the use or the neglect of appropriate 
CP and with the alteration of detector temperature. The measured grey values of the four 
inserts within the ISI quality-assurance Plexiglas phantom are listed in Table IV. The 
averages and their SD values are shown in the last two lines of the same table (Table IV). The 
four experimental conditions resulted in four different patterns as shown by the four curves in 
Figure 32, in which the x-axis represents the expected CT numbers (in HU) as summarized in 
Table V [72].  
 
Table IV. The measured and mean grey values in Hounsfield units (HU) and the calculated standard deviations 
(SD) of the four different experimental conditions of the four different materials of the Imaging Sciences 
International Inc. quality-assurance phantom. Properties for these four applied acquisition protocols chosen for 
our study are listed in Table III [72]. 
 
LDPE, low-density polyethylene.  *SD values cannot be determined, owing to saturation. 
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Table V. The expected computed tomography (CT) numbers in Hounsfield units of four different phantom 
materials used as independent variable in Figure 32 [53,72]. 
 MDCT [53] 
Air -999.24 
LDPE -104.10 
Acryl 115.16 
Teflon 965.94 
 
It should be emphasized that in the case of WARM+C condition the deviation from the 
expected CT numbers (in HU) and the measured grey values (in HU) differ the least in the 
case of air and Teflon material, of which the latter is of similar density to cortical bone (Table 
VI). In contrast to the above, in the case of soft tissue equivalent density inserts like LDPE 
and the spongious bone equivalent density insert like acryl, the cold sensor has given more 
accurate results but only with calibration (COLD+C). However, this observation is not 
contradictory, since dental CBCT technology can enable visualization of the high-contrast 
structure in the acquisition, similar to MDCT for the ‘bone window’ range 
[11,37,39,43,65,69]. The numerical data of the Teflon insert indicate that the WUP and 
subsequently the CP are absolutely necessary for higher-density objects. According to the 
literature [37,65,69], CBCT technology is designed for relatively higher-density materials; 
therefore, lower-density materials such as fine trabecular bone, D4 [30] (corresponding to 
acryl), or soft tissues that are mimicked by LDPE cannot be studied quantitatively by this 
method while using this equipment [37,42,53,72]. Air, the single insert material, has shown 
more accurate mean values (WARM+C, WARM and COLD+C) than by MDCT value (-
999.24 HU). Furthermore, each of the ten measured grey values for the air insert were 
uniform (-1000 HU) in the case of the applied WARM+C experimental condition [72].  
 
Table VI.  Mean grey values (Y). Quadratic regression was used to establish the relationship between the 
measured grey values (Y) and expected computed tomography (CT) numbers (Table V) of the four inserts:  
Y = AX + BX2 + C where both X and Y are measured in Hounsfield units [53,72].  
  COLD COLD+C WARM WARM+C MDCT [53] 
Air -999.2 -999.8 -999.6 -1000 -999.24 
Acryl -99.4 -67.3 -76.7 -76 115.16 
LDPE -336.2 -323 -334.9 -330.2 -104.10 
Teflon 754.6 856.6 812.3 873.2 965.94 
Properties for applied acquisition protocols chosen for this study are in Table III. MDCT, multidetector 
computed tomography; LDPE, low-density polyethylene.  
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During the analysis of the spatial accuracy in the CBCT images of the four applied 
scan conditions, there was no difference observed in the visibility at the line par centre. There 
was only one curious discrepancy in COLD operation mode. This involves projection of the 
concentric circles of ring artefacts on the bar pattern phantom, shown by white arrow in 
Figure 22 C, but it did not influence the resolution of the image [72]. 
 
Table VII. Coefficients (A, B and C) of the fitted quadratic equation for the four experimental conditions of the 
acquisition protocol [72]. 
Code  A B C 
COLD 0.899 1.212.10-4 -224.33 
COLD+C 0.952 1.519.10-4 -202.37 
WARM 0.930 1.395.10-4 -212.76 
WARM+C 0.961 1.691.10-4 -210.56 
Quadratic regression was used to establish the relationship between the measured grey values (Y) and expected 
computed tomography (CT) numbers (X) of the four inserts: Y = AX + BX2 + C where both X and Y measured 
in Hounsfield units.  
(Properties for applied acquisition protocols chosen for this study are in Table III.)   
 
 
Figure 32 The 45o straight line corresponds to perfect correlation, which is Y = X, where both variables are the 
MDCT values (expected CT number in HU). Fitted quadratic equations of the four inserts of the quality 
assurance phantom are for the four experimental conditions of the acquisition protocol. The measured grey 
values correlated with the multidetector computed tomography (MDCT) expected Hounsfield unit (HU) values 
slightly parabolically, and in the case of Teflon almost reached the perfect correlation (defined by the 45o line). 
Fitting parameters are summarized in Table VII. The measured data are listed in Table VI. The expected 
computed tomography (CT) numbers in Hounsfield units are given in Table V [72].  
(LDPE, low-density polyethylene; MDCT, multidetector computed tomography; HU, Hounsfield units.) 
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In summary, one may say that the use of higher density homogeneous insert materials, 
such as Teflon, in the quality-assurance phantom yields proof for the need of WUP and after 
the WUP the CP in certain types of FPD. The data obtained by air insert has also supported 
this observation because the value (-1000 HU), set by the definition, was reached gradually 
during the COLD  WARM  COLD+C  WARM+C experiment conditions. In contrast 
to this, lower density homogeneous materials than Teflon, such as acryl and LDPE, do not 
mimic the density range of compact bone; therefore, they are not ideal to investigate the 
density response of this dental CBCT (Figure 32). Furthermore, it appears from the data 
obtained from the higher density objects that the effect of WUP is noticeable but the effect of 
CP is more significant (Tables IV and VI). Consequently, both cold and warm detectors are 
useful but only with appropriate calibration. From this we may conclude that in the 
standardization of CBCT instruments which are using the same or a similar type of FPD, both 
WUP and CP factors are important. However, the CP is considerably more important than the 
WUP for the FPD in preparing comparable image quality with a fixed radiation dosage; 
therefore, it should be performed even in exceptional cases when the FPD hasn’t had enough 
time to reach the steady-state temperature [72]. 
 
5.2.2 The calibration of the ideal concentration of the contrast material solution by 
mapping-up the angiosome of the human face  
 This anatomical study [82-84] was to define the intraosseous vascular territory 
(angiosomes [85]) of the facial artery. The clinical issue is whether ipsilateral facial artery 
anastomosis will guarantee blood supply to the ipsi- and contralateral mandibular symphyses 
and maxillae in allotransplantation. Each ipsilateral maxilla and mandibular bone segment 
showed contrast medium in the intraosseous vessels. In about half of cases, this also happened 
in the contralateral side of the maxilla and anterior mandible [82,84]. 
An angiosome is a composite block of tissue that is supplied by source of vessels that 
span between the skin and bone [85]. The detailed three-dimensional mapping of the 
angiosomes of the mid-face and the neck are very important because of the rapid increase of 
requirements in reconstructive surgery and in facial transplantation. Usually for mapping of 
the angiosomes either blue ink injection in the blood vessels was used or angiography [89]. 
The question was whether it is possible, considering all the benefits, to use the so-called 
dental CBCT scan for the examination of this vascular system [82-84].  
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The aim of the study [83,84] was to find a protocol and contrast material concentration 
for dental CBCT to make a setup for 3D mapping of the angiosomes of the face. It was 
important to find the contrast material concentration range to differentiate the compact surface 
of the bone from the entering vessels through the nutritive foramina, but reduce the artefacts. 
In this examination, a cadaver head or a block of the cadaver head was used (Figure 33 A). 
However, before the real anatomical examination, it was necessary to determine the optimal 
applied contrast material and the ideal range of the contrast material concentration. The 
arrows in Figure 33 B showed the location of the contrast material filled plastic tube in the 
phantom. For this preliminary study, different phantoms were used to model the cadaver 
heads and blocks (Figure 33 C and D) during the dental CBCT acquisition. The advantage of 
using these phantoms was the ability to easily make many series with different concentrations 
of different types of contrast materials. These dental CBCT-examinations were reproducible 
with these phantoms [83]. 
However, this phantom technique does have many limitations because visualization of 
these artefacts needs bone and soft tissues around the contrast material filled vessels. 
Consequently, the dry mandible is not suitable for this use. Around the dry mandible, dental 
impression material was used with parallel small channels for the contrast material filled 
plastic tube (Figure 33 B, C and D) in order to mimic the soft tissue [83]. 
 
Figure 33 A: Photographs of a block. B: The image of different artefacts around the contrast material filled 
plastic tube in dental impression material of the phantom (preliminary study). C: The contrast material filled tube 
in the small channels of the dental impression material around the dry mandible (the phantom of the block: 
‘mandible’). D: The image of the phantom of the cadaver head (the phantom of the block supplemented with 
extra mass of cervical vertebras and impression material: ‘mandible with spine’) [83]. 
 
The image shown in Figure 33 B should be interpreted by comparing Figure 34, 
where the artefacts are seen as was discussed in Section 2.4.3. 
 
 
A 
B C D 
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Figure 34 The presence of different artefacts in this examination. A: cupping artefact, scatter and beam 
hardening [16,17]. This image shows the enlarged part of a block and the presence of these artefacts are visible 
around the vessels, which were filled with a very high density contrast material solution. B, C and D images 
show the second problematic feature of the scan; for instance the diameter of a very high density structure 
depends on the brightness and contrast adjustment using CBCT-technique (Figure 34 B and C). On the other 
hand, if we see on the screen the structure of the chancellous bone, there is not the real data of the reconstructed 
image. This picture shows only the interpolation of the digital image pixels structure (Figure 34 D) [83].  
 
Concentrating on the preliminary study, the next problem was the so called ‘exomass 
effect’ [29,30,66]. If a dental CBCT scan was taken of a patient, the nape was outside of the 
FOV. It has attenuated the X-ray beam but this mass is outside the field of reconstruction. 
This mass has caused a change in the grey values in the HU measurement 
[37,39,47,66,75,76]. Therefore, this artefact did affect the value of the ideal concentration of 
the applied contrast material solution as well. A removable inner part at this phantom was 
used, which compounds two cervical vertebras [39,66,83] within dental impression material 
(Figure 33 D). This phantom has modelled the human head (mandible with spine) and 
without the spine was only like a block (Figure 33 C). For this reason, the same contrast 
material was used by the phantom for two acquisitions, one with the two cervical vertebras 
and one without. The mean values of the grey scale measurements in HU of the different 
concentrations of Gastografin with and without the vertebras are visible in Figure 35. This 
figure shows a dilution test with Gastografin in the case of block (only mandible) and cadaver 
head (mandible with spine). The extra mass in the axial slice, the vertebra with impression 
material, causes the change in the measured grey values [37,39,47,66,76,83]. Two different 
grey values in HU can be measured, by block or cadaver head, using the same concentration 
of the Gastografin solution [83]. 
A 
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Figure 35 The functional dependence of the Gastografin contrast material concentration on the measured grey 
values in HU. In this research RD600 02 acquisition mode was used by iCAT Classic equipment [82-84]. 
 
As the result of this experiment, Figure 35 clearly indicates that, for example, a 3500 
HU grey values 50% concentration is needed for a block (mandible-blue line) and about 66% 
concentration is needed for the cadaver head (mandible with spine-red line). Thus, we are able 
to show the contrast material filled vessels in the bone [83].  
Furthermore, Figure 36 shows a series of dilution tests using different contrast 
materials. The optimal contrast solution turned out to be in the ranges of 3500-4000 HU. It 
was possible to differentiate the compact surface of the bone from the entering vessels 
through the nutritive foramina in 3DVR and MPR view (Figure 37) [83].  
 
 
 
 
 
 
 
 
 
 
 
 
Figure 36 The series of dilution tests with different contrast materials using the mandible with spine phantom. 
This diagram shows the measured grey values of the different contrast materials in the function of the solutions 
concentrations. To differentiate the compact surface of the bone from the entering vessels through the nutritive 
foramina in iCAT Classic dental CBCT image was the optimal contrast solution between the ranges of 3500-
4000 HU. In this research RD600 02 acquisition mode was used [82-84]. 
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Figure 37 Dental CBCT images of contrast material filled block as published previously [82] A. Axial slice of 
the maxillae at the level of a Le Fort I osteotomy. Note the retrograde filling of the posterior alveolar arteries 
(arrows) on both sides. B: Reconstructed orthopantomogram image, depicting deep midline crossing arteries 
(arrow). C: Three-dimensional reconstruction. D: Sagittal slices of the ipsilateral maxilla. The contrast agent is 
visible within the bone (arrows) [82]. In this research RD600 02 acquisition mode was used by iCAT Classic 
equipment [82-84]. 
 
In summary, it may be said that using this predetermined concentration of the 
Microtrast contrast material solution (Microtrast, Guerbet GmbH, Sulzbach, Germany) it was 
possible to decrease the presence of artefacts and detect anastomosis between the angiosomes 
of right and left facial artery. These results are very useful for preoperative imaging in 
reconstructive surgery [82-84]. 
 
5.2.3 High-quality image acquisition in dental CBCT by using the concept of 
sequential cone beam computed tomography (SCBCT). The data collection as the third 
basic problem 
The concept of sequential cone beam computed tomography (SCBCT) [13,14,53,60] is 
shown in Figure 38 [53]. The essential point is that instead of utilizing the double rotational 
radiation as shown in Figure 38 A. The overlapping area shown in the middle of Figure 38 B 
is analysed in the form as it illustrated in Figure 38 C [53].  
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Figure 38 The schematic representation of basic acquisition procedures. A: iCAT Classic Extended Height 
acquisition (20 + 20-second exposition, 22-cm height optional extended field of view (EFOV)), which was 
reconstructed during fusion of 2 separate 300 projections. B: The overlapping 4-cm-high region (EFOV 04) of 
the 22-cm height extended height acquisition mode (white colour marked, 300 raw data (RD) + 300 RD) of the 
study configuration. The reconstruction of the EFOV 04 was made using both scans’ RDs simultaneously. C: 
This method is proposed in the simplest way to achieve a double exposure overlapping cone beam computed 
tomography with 2 rotations using the same detector with a differently positioned and collimated x-ray source 
within the top and bottom planes of the field of view. Using 2 x-ray sources simultaneously would increase the 
price of this new device [53]. 
 
Using the concept of sequential cone beam computed tomography (SCBCT) 
developed by Köhler, Proksa, and Grass in 2000 [60], which appears to be a generalization of 
the Tuy condition [31], we made a practical application for our CBCT scans. In this process, 
we used two circular orbits at different heights with reduced basic projection numbers within 
the same field of view (FOV). As a result of this, apparent density (i.e. grey value) fidelity (in 
HU) could be increased according to a single-cycle higher number basic projection 
acquisition. The clinical relevance is that the radiation dosage that the patient is exposed to 
during an examination is a definite point in question, which is discussed by previous authors 
[51]. The double exposure does not mean double dosage. In the double exposure dental 
CBCT, instead of a 600 basic projection data set (600 RD), two 300 basic projection data sets 
are used, and therefore no extra exposure occurs, as illustrated by Table II [53].  
To satisfy the SCBCT requirements, the CBCT acquisition procedure consisted of two 
single-cycle, low-number, basic projection scans (300 RD + 300 RD) with parallel, central 
beams at two different fixed heights along the vertical dimension within the same FOV 
(Figure 38). The iCAT Classic (Imaging Sciences International, Hatfield, PA, USA) 
equipment was used for 20 + 20-second duration exposure (300 RD + 300 RD), with 22-cm 
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height optional expanded FOV and 0.4-mm thick slice scan with a 4-cm overlap. The 
reconstruction of this 4-cm height overlap region of the FOV (EFOV 04) does not stitch the 
reconstructed axial slice data of the two FOVs; the 2D projection RD acquisitions are used 
simultaneously [53]. 
The measurement made on water phantom (Figure 39), in the four cases illustrated in 
Table VIII, shows that the measurement at EFOV 04 (Figure 39 A) is the closest to the gold 
standard 0 HU value and also has minimal amount of noise [53]. 
 
Table VIII. Measured density values (i.e. grey value) for the water phantom. AD: Mean apparent density in HU. 
SD: Standard deviation values of five acquisition methods using the water phantom [53].  
Distance from the 
center (mm) 
RD300 04 RD600 04 RD600 02 EFOV 04 MDCT 
AD SD AD SD AD SD AD SD AD SD 
0.00 -292.14 65.95 -281.86 48.29 -249.50 153.84 -65.14 41.91 -2.45 38.24 
16.00 -298.97 64.09 -290.12 46.67 -258.69 141.73 -57.90 43.45 2.77 39.10 
32.00 -317.84 64.56 -317.83 49.71 -295.77 142.53 -55.97 43.93 0.79 31.20 
48.00 -364.69 66.64 -375.89 50.39 -365.51 146.69 -65.15 41.07 2.62 23.39 
64.00 -456.02 66.12 -504.09 67.41 -489.82 147.84 -75.57 42.95 3.10 21.79 
 
Similar measurements were made on all four inserts of the ISI quality assurance 
phantom (air, acryl, low-density polyethylene (LDPE) and Teflon). The pattern they have 
shown is given in Figure 40 and the parameters of least square fit are given in Table IX [53].  
 
 
 
 
 
 
Figure 39 Water phantom apparent density (i.e. grey value) in the axial plane within the height of the central 
beam from the centre to the periphery. All diagrams were generated with ImageJ, version 1.42q (Wayne 
Rasband, National Institutes of Health, Bethesda, MD, USA). The horizontal axis is the distance from the 
isocenter toward the periphery. Note that the centre of the water phantom is at zero. A: EFOV 04. B: RD600 02. 
C: RD600 04. D: RD300 04. Properties for system and their acquisition protocols chosen for this study are in 
Table II [53].  
(MDCT, multidetector computed tomography; EFOV, extended field of view; HU, Hounsfield units.) 
 
A B C D 
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Table IX. Measured grey values for quality assurance phantom. AD: Mean apparent density in HU. SD: 
Standard deviation values of five acquisition methods using the standard Imaging Sciences International quality 
assurance phantom [53].  
 RD300 04 RD600 04 RD600 02 EFOV 04 MDCT 
 AD SD AD SD AD SD AD SD AD SD 
Teflon 789.68 39.09 866.00 39.99 867.95 103.25 1009.02 36.73 965.94 17.72 
LDPE -378.51 49.36 -372.44 45.24 -334.10 99.54 -119.32 28.80 -104.10 18.01 
Acryl -119.68 38.80 -127.34 35.22 -79.81 93.42 135.94 26.73 115.16 16.61 
Air -997.25 7.29 -1001.66 8.92 -1000.00 0.00* -998.94 9.13 -999.24 14.56 
*SD values cannot be determined due to saturation. 
 
 
Figure 40 The graphical results of the linear regression analyses for different scans using the same Imaging 
Sciences International Inc (ISI) quality-assurance cone beam computed tomography phantom. X-axis: 
volumetric mass density, specific gravity (g/cm3). Y-axis: apparent density (HU) [53].  
(MDCT, multidetector computed tomography; EFOV, extended field of view; HU, Hounsfield units.) 
 
Table X. The calibration (equation) coefficients (A and B) and the significance (R2 and SIG) of the correlation 
[53]. 
 A B R2 SIG 
MDCT 0,001094494 1,07327639 0,998 0,001 
EFOV 04 0,001076877 1,057004494 1,000 0,000 
RD600 02 0,001153867 1,224908296 0,992 0,004 
RD600 04 0.001136747 1.245583669 0.986 0.007 
RD300 04 0,001203064 1,277268949 0,991 0,005 
Linear regression was used to provide the relationship between the volumetric mass density (specific gravity, ) 
and apparent density (HU) within the 0.0 and 2.16 g/cm3 range. *U + B. 
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With the reconstruction of two separate 300 RD basic projection scans, satisfying the 
SCBCT requirements, achieved better AD fidelity (i.e. grey value) and lower image noise 
than other dental CBCT scan modes using the same iCAT Classic equipment. Moreover, in 
measurements using water and ISI quality-assurance phantom support in this reconstruction 
configuration (EFOV 04), we were able to obtain better grey values of  water or hard tissues 
such as compact bone (corresponding to Teflon), and of dense regions of trabecular bone 
(corresponding to acryl) and soft tissues such as fat (corresponding to LDPE) [53].  
 
6 Conclusions 
 The purpose of this dissertation was motivated by the as-low-as-reasonably-
achievable (ALARA) principle which demands that the radiation dose for patients should be 
optimized to achieve the lowest practical level to address a specific clinical situation [72,77]. 
For this reason, it is of considerable importance that we obtain the best necessary image 
quality at a certain radiation level [72]. Thus, the purpose of this dissertation was the 
examination of grey values accuracy and improvement of image quality in dental Cone Beam 
Computed Tomography (CBCT) at given radiation level [53,63,72,82].  
 
Thesis Points 1: It has been proven that in the case of a single tooth, it was possible to 
investigate the presence of dry soft tissue in a single tooth pulp chamber in the root canal. 
This was possible because there was no head around the investigated single tooth, 
consequently, the mass, and therefore the magnitude of X-ray scattering, in the FOV, was 
substantially reduced. This result is a clinical proof of previously published in vitro studies 
proving that the magnitude of noise in the reconstructed image depends on the mass and size 
of the material in the FOV [63].  
 
Thesis Points 2: It was concluded that pre-processing methods are of significant 
importance. These include the warming-up period as well as the calibration process to reduce 
the noise in the reconstructed CBCT image to about a third of the full value [72]. 
 
Thesis Points 3: The noise can be minimized to about a third or a fourth of the total 
value by using the more accurate reconstruction algorithm (SCBCT), involving two separate 
rotations, with parallel central beams at 2 different fixed heights, during the image 
acquisition. Of course, the double exposure does not mean double dosage. For example, in the 
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double exposure dental CBCT, instead of a 600 basic projection data set (600 RD), two 300 
basic projection data sets are used, and therefore no extra exposure occurs [53]. 
 
Thesis Points 4: It was concluded that pre-processing methods are of significant 
importance. These include the warming-up period as well as the calibration process to 
optimise the function of the applied iCAT Classic flat panel detector and in order to reduce 
the presence of artifacts. Of the two processes the calibration process was more effective to 
achieve the aim of the thesis point then the warming-up period [72]. 
 
Thesis Points 5: It has been concluded that in the case of mapping of the angiosomes 
the calibration of contrast material concentration, is a highly effective method to reduce the 
presence of artefacts [82].  
 
Thesis Points 6: It has been proven that in the case of a single tooth, it was possible to 
investigate the presence of dry soft tissue in a single tooth pulp chamber in the root canal. 
This was possible because there was no head around the investigated single tooth, 
consequently, the mass, and therefore the magnitude of X-ray scattering, in the FOV, was 
substantially reduced. The reduction of X-ray scattering eventually reduced the noise in the 
reconstructed image, as it has been concluded in Thesis Point 1. These changes also 
increased the contrast resolution and therefore yielded a better density response of the dental 
CBCT instrument [63]. 
 
Thesis Points 7: It was concluded, that the pre-processing methods, such as warming-
up period and the calibration process, are of significant importance in improving the accuracy 
of grey values in the reconstructed dental CBCT image.  The warming-up period is less 
important because it leads to only a 7.4% improvement, while the calibration process results 
in 13% accuracy increase. In contrast to these, both methods together yield only 15.7% 
improvement [72]. 
 
Thesis Points 8: It was concluded, that the application of a more accurate scanning 
and reconstruction algorithm, namely the double exposure overlap acquisition procedure 
involving sequential cone beam computed tomography (SCBCT), is of appreciable 
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importance in improving the accuracy of grey values (i.e. apparent density) in the 
reconstructed dental CBCT image. The numerical improvements are the following:  
- Teflon 27.8% 
- LDPE 68.7% 
- Water 82.0% 
- Acryl 214.3% 
It should be emphasized, that using iCAT Classic dental CBCT equipment, only the SCBCT 
algorithm gives positive grey values in the case of acryl. The 214.3% increase is due to the 
change from negative to positive of the grey value. This improvement has been achieved by 
using SCBCT instead of applying the Feldkamp algorithm or its modifications [53].     
  
The various investigated methods aimed to improve image quality at a given level of 
radiation. The most dramatic improvement in image quality, i.e. in grey value accuracy and 
lower level of noise, was obtained by satisfying the sequential cone beam computed 
tomography (SCBCT) requirements. In future development a potentially promising step 
would be to program this method into new CBCT equipment and work together with software 
developers to fully achieve this potential as concluded in Paper 4 [53]. This paper was 
recently cited in the literature [90]. 
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9 Appendices 
9.1 Mathematical Background of Computed Tomography  
‘The respective formula and some simple cases are illustrated in” Figure A1“. The 
simplest case is given by a measurement of a homogeneous object with monochromatic 
radiation (case 1); this case does not necessarily demand tomographic imaging, but it is 
familiar to us from many different measurement procedures. The intensity falls off 
exponentially with absorber thickness. Attenuation, defined as the natural logarithm of the 
ratio of primary intensity to attenuated intensity, is given in this case in a simple manner as 
the product of the linear attenuation coefficient  and the absorber thickness d. If the 
absorber thickness is known  can be determined directly. The distribution of  along the ray 
path remains unknown, however.’[14] 
‘Case 2 in” Figure A2 “representing a simple inhomogeneous object, is of great 
interest. The contribution to total attenuation resulting from each ray path interval depends 
on the local value of the attenuation coefficient i. Summation over the path intervals, even 
for simply structured objects, has to be carried out in general with small increments di and 
therefore can be expressed as the integral over  along the ray path. CT consist of measuring 
many such line integrals exactly. Radon showed in his early work [Radon, 1917] that the two-
dimensional distribution of an object characteristic can be determined exactly if an infinite 
number of line integrals is given. A finite number of measurements of the distribution of the 
attenuation coefficient (x,y) is sufficient to compute an image to a good approximation. A 
single measurement only, as given in projection radiography, will not allow us to solve for i 
in case 2 or for the distribution (x,y) in general. 
Before explaining how the measurement has to be carried out and how an image can 
be computed it must be said that the linear attenuation coefficient may depend strongly on 
energy. In measuring intensities – and this is done automatically in today’s CT systems – we 
also integrate over all energy intervals as illustrated for case 3 of ”Figure A1“. The 
dependence on energy may yield problems, above all beam hardening effects. However, this 
can also be used to advantage in dual energy methods for material-selective measurements. If 
we also consider a potential dependence of attenuation coefficient is given as (x,y,E,t). A 
dependence of  on time can be generated by the administration of contrast media or be given 
by physiology, for example in lung tissue as a function of inspiratory volume. In the following 
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sections we will focus on the simple case of measuring and computing (x,y) only for a given 
slice position z.’[14] 
 
Figure A1 “What do we measure in CT? The intensity I of radiation. The attenuation value, i.e. the projection 
value P, results and thus, in the simplest case, the attenuation  coefficient  (case 1). For inhomogeneous objects 
tomographic imaging is necessary to determine the distribution (x,y).” Formulated by Kalender in chapter 1.4 of 
[14]. 
 
‘In the simplest case of an image matrix with only four pixels (2 x 2 matrix) two 
measurements for two projections will yield a system of four equations and four unknowns 
which can be solved easily (Figure A2). The extension to a 3 x 3matrix with nine unknowns 
can also be solved easily with twelve measured values given as assumed in this schematic 
representation. These so-called algebraic reconstruction techniques (ART) were actually used 
in the early days of CT. The image was computed in an iterative fashion, i.e. by repeating the 
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calculation in an effort to improve accuracy with each step. For larger data volumes, finer 
image matrices and the higher demand on image quality ART approaches led to unacceptably 
high computation times.’[14] 
 
 
Figure A2 ‘How do we compute a CT images? Algebraic procedures are the most easily comprehensible 
approach to image reconstruction. The N2 unknown values of an N x N image matrix can be determined by 
solving a system of linear equations. For larger matrices this has to be done iteratively.’ Formulated by 
Kalender in chapter 1.4 of [14]. 
 
9.2 EU Guidelines: An Overview of Indications  
The first person who outlined the application and the main indications of dental CBCT 
technique for head and neck in his textbook was Eric Whaites. His book is entitled Essentials 
of Dental Radiography and Radiology (4th Edition, 2007). In his book [15] he summarised the 
main indications as follows. 
‘Cone beam CT has the potential to revolutionize imaging in all aspects of dental and 
maxillofacial radiology. It has already been shown to be particularly valuable in: 
 
- Investigation of all conditions affecting the mandible or maxilla including cysts, tumours, 
giant cells lesions and osseous dysplasias 
- Investigation of the maxillary antra 
- Investigation of the TMJ 
- Implant assessment 
- Localization of unerupted teeth or odontomes  
- Assessment of lower third molars and identification of the relationship with the mandibular 
canal 
- Investigation of fractures of the mandible or middle third of the facial skeleton 
- Multiplanar imaging of the teeth, peiapical and periodontal tissues with the high resolution 
scanner’[15] 
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Another milestone appeared in 2011. A report prepared by the SEDENTEXCT project 
[73] provides an evidence based guidelines for radiation protection for cone beam CT for 
dental and maxillofacial radiology. The following quotation outlines the motivation of the 
comity prepared the report. 
 
‘SEDENTEXCT was a collaborative project that aimed to acquire key information necessary 
for sound and scientifically based clinical use of Cone Beam Computed Tomography (CBCT) 
in dental and maxillofacial imaging. In order that safety and efficacy are assured and 
enhanced in the “real world”, a parallel aim was to use this information to develop evidence-
based guidelines dealing with justification, optimisation and referral criteria for users of 
dental CBCT. The aim of this document is to provide such evidence-based guidelines to 
professional groups involved with CBCT in dental and maxillofacial imaging, including:  
- Dental and Maxillofacial Radiologists  
- Dentists working in primary care and their assistants  
- Radiographers/ Imaging technicians  
- Medical Physicists  
- Equipment manufacturers and suppliers  
 
The core guidance in preparing the document has been from the two relevant Council 
Directives of the European Union:  
Directive 96/29/Euratom, of 13 May 1996, laying down the basic safety standards for the 
protection of the health of workers and the general public against the dangers arising from 
ionising radiation (Basic Safety Standards Directive)  
Directive 97/43/Euratom, of 3 June 1997, on health protection of individuals against the 
dangers of ionising radiation in relation to medical exposure (Medical Exposures Directive)  
 
Beyond these sources, the detailed guidelines have been prepared by systematic review of the 
currently available literature. No exposure to X-rays can be regarded as completely free of 
risk, so the use of dental CBCT by practitioners implies a responsibility to ensure appropriate 
protection.  
This document supersedes the Provisional Guideline document published in May 2009, 
incorporating new research, including work carried out within the SEDENTEXT project 
itself.  
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Guidelines are not a rigid constraint on clinical practice. Local variations will be required 
according to national legislation, healthcare provision and practice and the unique clinical 
circumstances of patients.  
I hope that the document will be of help to professional groups and contribute to optimizing 
the use of ionizing radiation in dental imaging.’[73] 
 
 
  
 
 
 
 
 
 
 
 
 
I 






  
 
 
 
 
 
 
 
 
 
II 
The effect of calibration and detector temperature on the
reconstructed cone beam computed tomography image
quality: a study for the workﬂow of the iCAT
Classic equipment
Mark Plachtovics, DMD,a Janos Goczan, DMD,b and Katalin Nagy, DDS, PhDc
Objective. The image quality of the reconstructed dental cone beam computed tomography (CBCT) acquisition is strongly
dependent on the characteristics of the applied detector. Some flat panel detector (FPD) types require a warming-up period
(WUP) to achieve a steady-state temperature; and some of them, those that have a cesium iodide detector, may require a
calibration process (CP) after each WUP.
Study Design. Quality-assurance phantom was used for the evaluation of image quality, including spatial accuracy and
density response with and without WUP and CP using iCAT Classic equipment.
Results. The correlation between the measured gray values and the multidetector computed tomography (MDCT) values
deviated slightly from linearity (defined by the 45-degree line). There was no detectable difference in the spatial accuracy of
the four different scanning modes.
Conclusions. Although the WUP is important to reach the required steady-state temperature, the CP has a greater effect on the
image quality. (Oral Surg Oral Med Oral Pathol Oral Radiol 2015;-:1-8)
The cone beam computed tomography (CBCT) imag-
ing process consists of several steps (Figure 1). The
quality of the image may be inﬂuenced by a number
of effects during the signal conversion chain. One of
these is the optimal or nonoptimal state of the
detector. For example, some instruments that use a
certain type of ﬂat panel detector (FPD) may require
a warming-up period (WUP) for the detector to reach
its steady-state temperature. Also, in certain cases, a
calibration process (CP) of the FPD is recommended
for obtaining the ideal image quality. This requirement
may escape the attention of some technicians. Also,
during an emergency in the oral surgery department, an
acquisition may have to be taken immediately after
starting the equipment. Consequently, it is of utmost
importance to investigate the impact of the WUP and
the CP of the FPDs on image quality; this paper will
focus on this aspect. For instance, for the iCAT Classic
equipment (Imaging Sciences International, Hatﬁeld,
PA), the WUP is about 2 hours from the cold state.1
After the WUP, an electric fan prevents overheating
and maintains a steady-state temperature of 30 C in
the FPD. The detector system is analyzed during the
CP, and suitable correction data are derived and later
used during subsequent image acquisition to compen-
sate for known deviations from the ideal behavior of the
detector (Figure 1). These modiﬁed data would serve as
the database for the reconstructed volume of the
image.2 Consequently, for quality assessment, instead
of judging the quality of the image projected on the
detector, it is more practical to examine the quality of
the reconstructed image. Eventually, it is this image
that the clinician would examine, not the one directly
put out by the detector. Assessment of image quality
is best achieved by following the quality assurance
protocol for the equipment.
The objective in the present in vitro study is to
investigate the measured gray values and the spatial
accuracy of a quality-assurance phantom on the
reconstructed image, which is recommended by the
manufacturer for quality assessment of the equipment.
Figure 2 shows the applied setup of the quality-
assurance phantom in the iCAT Classic dental CBCT
equipment used.
MATERIALS AND METHODS
To investigate the effect of the detector temperature and
that of the calibration process of the FPD on CBCT
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Statement of Clinical Relevance
The clinical relevance of our work is that it would
help clinicians obtain better density accuracies in
their cone beam computer tomography reconstructed
acquisitions.
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image quality, four different experimental conditions
were used (Table I). Table II shows the technical
parameters of these applied iCAT Classic CBCT
scans. The iCAT Classic CBCT equipment is
powered by the XoranCAT technology acquisition
program, version 3.1.62 (Xoran Technologies Inc.,
Ann Arbor, MI). According to the operator’s manual,1
all items were to be removed before calibrating the
sensor, out of the ﬁeld of view (FOV), and therefore
these scans were taken without the head holder and
chin rest of the instrument. The quality-assurance
CBCT phantom was mounted horizontally, always in
the same position in the center of the FOV on a foam
layer (Figure 2). This Imaging Sciences International
(ISI) phantom on the CBCT axial image is shown in
Figure 3 and Figure 4. The image and location of the
four insets are shown in Figure 3, and the appearance
of the bar-pattern is shown in Figure 4. The quality
assurance procedure would require two different
measurements.
First, the measured gray values in Hounsﬁeld units
were compared for the four different experimental con-
ditions of the four homogenous densitymaterials3,4 of the
quality assurance CBCT phantom: Air (1.29 kg/m3 ¼
0.00129 g/cm3), low-density polyethylene (LDPE) (0.92
g/cm3), acryl (1.18 g/cm3) and Teﬂon (2.16 g/cm3). On
the basis of our previous results,4 no signiﬁcant statistical
variation was expected in this experiment when more
scans were taken about the phantom with the same
detector characteristics. For this reason, only one
Fig. 1. Schematic ﬁgure of the signal conversion chain from x-ray to three-dimensional reconstructed image of the dental CBCT
equipment, which incorporates an amorphous silicon image detector with a cesium iodide conversion layer. CBCT, cone beam
computed tomography; a-Si, amorphous silicon; CsI, cesium iodide.
Fig. 2. Photograph of the conﬁguration setup of the cylin-
drical (150-mm diameter) standard Imaging Sciences Inter-
national (ISI) quality assurance CBCT phantoms in the iCAT
Classic equipment. CBCT, cone beam computed tomography.
Table I. List and abbreviations of the four experi-
mental conditions used for the ﬂat panel detector (FPD)
in the present study
Cold detector without calibration:
COLD
Cold detector with calibration:
COLD þ C
Warm detector without
calibration: WARM
Warm detector with calibration:
WARM þ C
COLD, the acquisition was taken without warming-up period and
calibration process of the FPD; COLD þ C, the abbreviation for the
scan taken directly after the start of the equipment with cold detector
but after the calibration process; WARM, indicates that the machine
was on for at least 2 hours before the scan but no detector calibration
was performed; WARM þ C, scan protocol is consistent with the cone
beam computed tomography scan with the complete calibration
sequence after the warming-up period e the 2-hour warming-up
period preceded the calibration process.
Table II. Performance characteristics for the applied
acquisition mode of the iCAT Classic 14-bit gray-scale
resolution CBCT dental imaging system*
Diameter of the FOV (mm) 154
Height of the FOV (mm) 60
Slice thickness of the reconstruction (mm) 0.2
Reconstructed image matrix size (pixel) 800  800
Scan times (seconds) 40
Degrees of rotation 360 degrees
Detector pixel height 0.2540
Tube current (mAs) 36.12
Tube voltage (kVp) 120
CBCT, cone beam computed tomography; FOV, ﬁeld of view.
*This acquisition mode is abbreviated as Maxl 6 cm, 40 Sec, 0.2
Voxel MaxRes.
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experiment was performed using 10 different slice
measurements that were properly averaged. The
reconstructed volume was exported into the
iCATVision software program, version 1.6.2.0.
(Imaging Sciences International, Hatﬁeld, PA). The
gray values of the four 12-mm diameter uniform-
density cylinders (air, LDPE, acryl, and Teﬂon) were
analyzed within a 60.2-mm2 square-type region of in-
terest. Ten different slices in the axial planes were
investigated along the axial axis from the upper part of the
phantom toward the lower region. To avoid distortion of
the measured gray values, these analyzed axial slices
were always chosen in such a way that they were not
situated within the level of the “line par center” or the
cone beam artefact.5 The average of these 10 values was
calculated, and the standard deviation (SD) was
determined. These average values of the four inserts
were correlated with the multidetector computed
tomography (MDCT) measured values (General
Electric Medical Systems LightSpeed VFX Ultra,
Tokyo, Japan, 120 kilovolt peak, 144.91 mAs) as
described previously.4 The MDCT value is the
expected CT number measured for the same ISI quality
assurance phantom (Table III).4
Second, for checking the spatial accuracy of the
CBCT images in the four applied scan conditions, the
Fig. 3. Typical examples for ring artifacts in CBCT image which may result from failures of the calibration process (CP).
Reconstructed images of the 150-mm diameter standard ISI quality assurance phantom, which is made of air (1.29 kg/m3 ¼
0.00129 g/cm3), LDPE (0.92 g/cm3), acryl (1.18 g/cm3) and Teﬂon (2.16 g/cm3) embedded in a Plexiglas cylinder. In the height of
these two axial slices, the bar pattern phantom is not visible. On both of these acquisitions, ring artifacts are detectable (arrows)
because these scans were taken without the CP of the detector. A, COLD. B, WARM. Properties for these experimental conditions
of the applied acquisitions chosen for this study are shown in Table I. The four inserts are arranged in the following sequence:
upper left hand side, air; lower left hand side, Teﬂon; lower right hand side, LDPE; upper right hand side, acryl. (Window
3000, level 605, applied ﬁltering: “Sharpen 3  3” by XoranCAT technology acquisition program, version 3.1.62 [Xoran
Technologies Inc., Ann Arbor, MI]). CBCT, cone beam computed tomography; LDPE, low-density polyethylene.
Fig. 4. Spatial resolution in the axial slice by cold detector without the CP (COLD). There were no visible differences in the
appearance of the bar pattern phantom in the four applied scan conditions (Table I). The only detectable discrepancy from the other
three experiential scan protocols, this ring artifact on the center of the axial views (arrow), was by the COLD operation mode. For
better visibility, a slightly different setting was used: Window 3000, level 605, applied ﬁltering: “Sharpen 3  3” by XoranCAT
technology acquisition program, version 3.1.62.
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visibility of the bar pattern at the center of the ISI
quality assurance phantom was investigated. These
axial images, at the center of the height in the phantom,
were analyzed by the XoranCAT technology acquisi-
tion program at the maximum magniﬁcation. The
“Angio_Sharpen_high 5  5” image ﬁlter was applied,
and the set of the window level was 400/1000, as
mentioned in the iCAT Classic operator’s manual.1
These images from all four different applied
experimental modalities were investigated on the
same monitor (EIZO FlexScan L887 51 cm (20.1
inch) class color LCD monitor, EIZO NANAO Corp.,
Matto, Japan).
RESULTS
Small changes in the gray values of the four inserts of
the quality assurance phantom can be detected on the
reconstructed CBCT image with the use or the omission
of the appropriate CP and with alteration of the detector
temperature. The measured gray values of the four in-
serts within the ISI quality assurance Plexiglas phantom
are listed in Table IV. The averages and their SDs are
shown in the last two lines of the same table
(Table IV). The four experimental conditions resulted
in four different patterns, as shown in the four curves
in Figure 5, in which the x-axis represents the
expected CT numbers (in HU), as summarized in
Table III. It should be emphasized that in the case of
WARM þ C condition the deviation from the
expected CT numbers (in HU) and the measured gray
values (in HU) differ the least in the case of air and
Teﬂon material, of which the latter is of similar
density to cortical bone (Table V). In contrast to the
above, in the case of inserts equivalent to the density
of soft tissue, such as LDPE, and the inserts
equivalent to the density of spongious bone, such as
acryl, the cold sensor gave more accurate results but
only with calibration (COLD þ C). Air, the single
insert material, showed more accurate mean values
(WARM þ C, WARM and COLD þ C) than MDCT
value (999.24 HU). Furthermore, each of the 10
Table III. The expected CT numbers in Hounsﬁeld
units of four different phantom materials
MDCT
Air 999.24
LDPE 104.10
Acryl 115.16
Teﬂon 965.94
CT, computed tomography; MDCT, multidetector computed tomog-
raphy; LDPE, low-density polyethylene.
From Plachtovics M, Bujtar P, Nagy K, Mommaerts MY. High-
quality image acquisition by double exposure overlap in cone beam
computed tomography. Oral Surg Oral Med Oral Pathol Oral Radiol.
2014;117:760-767.
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measured gray values for the air insert were uniform
(1000 HU) in the case of the applied WARM þ C
experimental condition.
During analysis of the spatial accuracy in the CBCT
images of the four applied scan conditions, no differ-
ence was observed in visibility at the line par center.
There was only one curious discrepancy in COLD
operation mode. This involved projection of the
concentric circles of ring artefacts on the bar pattern
phantom, but it did not inﬂuence the resolution of the
image (Figure 4).
DISCUSSION
During the past several years, the literature has included
many reports in which different types of CBCT
equipment were compared,6-11 with interesting results.
However, some rather important characteristics of these
instruments might have escaped the focus of scientiﬁc
interest so far. The differences in the performances of
the instruments described in this paper are related to the
workﬂow of the acquisition procedure. Routine dental
radiography, used more and more frequently, is
increasing the radiation exposure of patients. The use of
CBCT imaging has resulted in higher doses of radiation
compared with other traditional dental radiographic
methods.12-15 The overall amount of radiation doses to
patients has increased. In accordance with the as-low-
as-reasonably-achievable (ALARA) principle, the ra-
diation dose for dental patients should be optimized to
achieve the lowest practical level to meet the re-
quirements of a speciﬁc clinical situation.14
Consequently, operators who are using CBCT units
with operator-adjustable exposure settings should un-
derstand that these parameters affect both image quality
and radiation dose; therefore, careful selection is
required to follow the ALARA principle.2,14 For this
reason, it is important that the best image quality be
obtained at a certain radiation level. Molteni16 pointed
out the importance of the application of image-
speciﬁc calibration of the equipment. However, in the
case of certain types of equipment, the use of this extra
step in the procedure could also result in less-than-
perfect gray values. In accordance with the Journal of
the American Dental Association (JADA) statement,14
Fig. 5. The 45-degree straight line corresponds to perfect
correlation, which is Y ¼ X, where both variables are the
multidetector computed tomography (MDCT) values (ex-
pected CT number in HU). Fitted quadratic equations of the
four inserts of the quality assurance phantom are for the four
experimental conditions of the acquisition protocol. The
measured gray values correlated with the MDCT expected HU
values slightly parabolically, and in the case of Teﬂon almost
reached the perfect correlation (deﬁned by the 45-degree line).
Fitting parameters are summarized in Table VI. The measured
data are listed in Table V. The expected CT numbers in HU
are given in Table III. LDPE, low-density polyethylene;
MDCT, multidetector computed tomography; HU, Hounsﬁeld
units.
Table V. Mean gray values (Y)*
COLD COLD þ C WARM WARM þ C MDCT4
Air 999.2 999.8 999.6 1000 999.24
Acryl 99.4 67.3 76.7 76 115.16
LDPE 336.2 323 334.9 330.2 104.10
Teﬂon 754.6 856.6 812.3 873.2 965.94
Properties for applied acquisition protocols chosen for this study are
in Table I.
MDCT, multidetector computed tomography; LDPE, low-density
polyethylene.
*Quadratic regression was used to establish the relationship between
the measured gray values (Y) and expected computed tomography
(CT) numbers (Table III) of the four inserts: Y ¼ AX þ BX2 þ C,
where both X and Y are measured in Hounsﬁeld units.
From Plachtovics M, Bujtar P, Nagy K, Mommaerts MY. High-
quality image acquisition by double exposure overlap in cone beam
computed tomography. Oral Surg Oral Med Oral Pathol Oral Radiol.
2014;117:760-767.
Table VI. Coefﬁcients (A, B, and C) of the ﬁtted
quadratic equation for the four experimental conditions
of the acquisition protocol
Code A B C
COLD 0.899 1.212  104 224.33
COLD D C 0.952 1.519  104 202.37
WARM 0.930 1.395  104 212.76
WARM D C 0.961 1.691  104 210.56
Quadratic regression was used to establish the relationship between
the measured gray values (Y) and expected computed tomography
(CT) numbers (X) of the four inserts: Y ¼ AX þ BX2 þ C, where
both X and Y measured in Hounsﬁeld units.
Properties for applied acquisition protocols chosen for this study are
in Table I.
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it was possible in the present study to apply the quality
control program recommended by the manufacturer.
“Staffs of facilities using CBCT should establish a
quality control program. This program can be based
on the manufacturer’s recommendations or can be
established, implemented, and monitored by a
qualiﬁed expert.”14
The present work aimed to assess image quality by
examining the reconstructed volume. This has been
achieved by the use of the bar pattern phantom and of
the four inserts (air, LDPE, acryl, and Teﬂon) of the
manufacturer’s quality assurance phantoms.
The iCAT Classic equipment has a ﬂat panel, which
incorporates an amorphous silicon image detector with
a cesium iodide conversion layer. This is a part of a
complete digital x-ray imaging system (PaxScan 2520
Digital Imaging System, produced by Varian Medical
Systems Inc., Salt Lake City, UT), which consists of the
PaxScan the 2520 receptor, a command processor, and
the power supply. This iCAT Classic CBCT instrument
is claimed to work between 10 and 35 C.1 The cesium
iodide solid-state amorphous silicon FPD is an indirect,
two-step x-ray conversion system.2,17,18 This two-step
detection is based on the electronic signal generation
from x-ray photons, which are not absorbed by the
target. The ﬁrst step is the conversion of the x-ray to
visible light. When x-ray photons strike the scintillator
screen of the FPD, visible photons are emitted from the
incorporated cesium iodide substrate. In the next step of
the signal conversation chain, this visible light is con-
verted by the pin photodiodes to electric charge,17,19
which is collected by the integrating ampliﬁer and
converted to output signal voltage, leading to digital
data (Figure 1).18 The resistance characteristic of each
of the photodiodes of the FPD depends on the
temperature; this is why it is important to reach the
steady-state temperature of the FPD during the WUP.
The other important factor is the calibration process.
Consequently, homogenous x-ray illumination, without
any objects interfering with this radiation, is best for
testing the detector and identifying pixel defects that
show different gray shades. This CP is performed in
four steps: (1) analysis of the detector panel; (2) offset
calibration; (3) gain calibration; (4) high-gain
calibration.
Two types of iCAT Classic equipment operation
require WUP. One is a 5-second-long WUP of the x-ray
tube, which is needed to ensure homogeneous radiation
during gain and high-gain calibration. These last two
steps of the CP always start with this 5-second exposure
without x-ray detection to ensure the warming up of the
x-ray tube.1 Following this, gain and high-gain cali-
brations are performed with homogeneous radiation,
which is necessary to achieve uniform illumination to
every pixel of the FPD.
The second type of operation requiring WUP of the
iCAT Classic equipment is the WUP of the FDP, which
lasts for 2 hours. This process has been described in
some detail in this paper. The output electric charge of
the photodiodes in the FDP can ﬂuctuate even in the
case of uniform photon density. This ﬁxed pattern noise
would affect the density response quality of the FPD.
Although the x-ray radiation is homogeneous and the
FDP has reached the steady-state temperature, some
pixels of the FPD will still show different shades. These
would appear as lighter or darker ring artefacts20 around
the axis of the rotation on the reconstructed image. The
ring shape is created by the rotating motion of the
detector during acquisition (Figures 3 and 4).The
steady-state temperature of the FDP is not enough to
prevent such a variable density response. The above-
mentioned four-step CP is also required, as it guaran-
tees the optimal dose response of FPD pixels. The
information gathered in this way would be used during
the reconstruction process to compensate the differ-
ences in photodiode output (Figure 1).2
Of the measurements from the four inserts, only the
air and Teﬂon measurements supported the conclusion
that both the WUP and the CP are essential to achieve
ideal density response in the reconstructed images.
However, this is not contradictory, since dental CBCT
technology can enable visualization of the high-contrast
structure17 in the acquisition, similar to MDCT for the
“bone window” range.21 The numerical data of the
Teﬂon insert indicate that the WUP and subsequently
the CP are absolutely necessary for higher-density ob-
jects. According to the literature,5,17,21 CBCT technol-
ogy is designed for relatively higher-density materials;
therefore, lower-density materials such as ﬁne trabec-
ular bone, D416 (corresponding to acryl), or soft tissues
that are mimicked by LDPE cannot be studied
quantitatively by this method while using this
equipment.4,13
It is interesting to note that the four ﬁtted quadratic
curves of the four sets of measurements are below the
ideal 45-degree line (Figure 5), which corresponds to
the perfect correlation (Table V). However, if we
were extrapolating the data to materials of higher
density than Teﬂon, such as metallic dental implants,
the quadratic curves would cross over the ideal
45-degree line. Note that the ﬁtted function shown by
Figure 5 corresponds very well to the MDCT value of
air (999.24 HU) and is reasonably accurate for that
of the Teﬂon (þ965.94 HU). However, the deviation
is the largest for LDPE and acryl (in the order of
magnitude of 200 HU),4 which are near the mid-point
(0, 0) of the ﬁtted curve. In accordance with the
above, the numerical data obtained for air and
Teﬂon (Table IV) indicate that the CP is absolutely
necessary.
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Returning to the fundamental question of accuracy, it
has to be emphasized that the accuracy of this in vitro
study was dependent on the selection of the 10 different
slices that were investigated. The choices for the 10
different slices along the axial axis were very difﬁcult
and had to be made with great care. This extra care was
necessary because either the presence within the same
level of the cone beam artefact2,3,5,10,16,19 or that of the
“line par center”5,7 would cause distortions of the gray
values of the four inserts. Therefore, these slices were
not considered appropriate for the density response
examination.
The appearance of concentric circles in the recon-
structed image of a well-functioning CBCT instrument
is an indication that the CP with or without the WUP is
incomplete. The appearance of these ring artefacts is the
sign of pixel defects2,20 caused by the differences in the
density responses of the pixels of the FPD. Therefore, it
is beneﬁcial to use homogeneous higher-density inserts
that contain the quality assurance phantom, since an
inhomogeneous structure, such as variably structured
bones of inhomogeneous density, would cover the pixel
defects.
CONCLUSIONS
The use of higher-density homogeneous insert mate-
rials, such as Teﬂon, in the quality assurance phantom
proves the need for the WUP and subsequently the CP
in certain types of FPD. The data obtained by the air
insert has also supported this observation because the
value (1000 HU), as set by the deﬁnition, was
reached gradually during the COLD, WARM,
COLD þ C, and WARM þ C experiment conditions.
In contrast to this, homogeneous materials with lower
density than Teﬂon, such as acryl and LDPE, do not
mimic the density range of compact bone; therefore,
they are not ideal to investigate the density response
of this dental CBCT (Figure 5). Furthermore, it
appears from the data obtained from the higher-
density objects that the effect of the WUP is notice-
able, but the effect of the CP is more signiﬁcant
(Table IV). Consequently, both cold and warm
detectors are useful, but only with appropriate
calibration. From this, we may conclude that in the
standardization of CBCT instruments that use the
same or a similar type of FPD, both the WUP and
the CP are important factors. However, the CP is
considerably more important than the WUP for the
FPD in preparing images of comparable quality with
a ﬁxed radiation dosage; therefore, these steps
should be performed even in exceptional cases when
the FPD has not had enough time to reach the
steady-state temperature.
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a b s t r a c t
Aim: The aim of this anatomical study was to deﬁne the intraosseous vascular territory of the facial
artery. The clinical issue is whether ipsilateral facial artery anastomosis will guarantee blood supply to
the ipsi- and contralateral mandibular symphyses and maxillae in allotransplantation.
Material and methods: Of 10 human cadaveric heads, the left facial artery was injected with a positive
contrast agent. The maxillae and mandibular symphyses were investigated with cone-beam computed
tomography (CBCT).
Results: Each ipsilateral maxilla and mandibular bone segment showed contrast medium in the intra-
osseous vessels. In 50% of cases, this was also the case on the contralateral side of the maxilla and
anterior mandible.
Conclusions: The maxillae and the mandibular symphyses receive ipsilateral blood supply from the facial
artery and, in 50% of cases, also from the contralateral facial artery. Internal maxillary artery anastomosis
is not required for a vascularized maxillary bone ﬂap. Additionally, involvement of the submental artery
is not needed for a mandibular symphyseal bone ﬂap.
 2011 European Association for Cranio-Maxillo-Facial Surgery.
1. Introduction
Indications for transplanted composite tissue ﬂaps are increasing
in general (Pomahac and Aﬂaki, 2010), and currently, 12 more cases
of facial allotransplantation have been reported since the ﬁrst case of
Devauchelle and Dubernard in 2005. The vascular delta, which is
opened by arterial anastomosis, greatly determines the survival of
the (partial) face allotransplant. Maxillo-facial reconstruction raises
the issue of blood supply to the bone.
Lengelé (2009) advises transplanting the Type I/B ﬂap (with the
anterior mandible) on bilateral external carotid artery pedicles and
the Type II/B (with the anterior maxilla) on bilateral, facial artery
pedicles for good perfusion. Banks et al. (2009) recommend bilat-
eral anastamosis to the external carotid arteries for bilateral or full
maxillary bone replacement.
The issue is whether a single facial artery, retrieved distally to
the submental artery, will guarantee blood supply to the ipsilateral
mandibular symphysis and to the contralateral maxilla and
mandibular symphysis, thus facilitating maxillo-facial allo-
transplantation. From a physiological point of view, at least on one
side, the facial artery should receive the anastamosis, as bilateral,
external carotid artery anastomosis would cut off the blood supply
to both the lateral face and upper neck.
2. Materials and Methods
Ten fresh cadavers (ﬁve males, aged 37e85 years, and ﬁve
females, aged 45e75 years) were warmed to room temperature. The
left facial artery was dissected at the level of the mandibular border
(Fig. 1), ﬂushed with saline, and drained of blood. Cannulation was
made with a 22-G cathether (Vasoﬁx Braunüle, B. Braun AG Mel-
sungen, Germany). The artery was injected with a barium sulfate/
xanthan gum suspension (Microtrast, Guerbet Gmbh, Sulzbach,
Germany) in a gentle, pulsatile manner. Twomilliliters of Microtrast,
diluted with 8 ml tap water, was used in each head. Successful
injectionwas conﬁrmedbywhitish vessel staining in the oralmucous
membrane. Cannulation of the facial artery distal to the submental
artery implies that the symphysis is supplied neither by the inferior
q Presented in part at the XXth Congress of the European Association for Cranio-
Maxillo-Facial Surgery in Bruges, Belgium.
*Corresponding author. Division of Maxillo-Facial Surgery e Facial Transplantation
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alveolar artery nor by the submental artery and that the maxilla is
supplied neither by the internal maxillary artery nor the ascending
palatine artery.
Osteotomies, approximately at the level of Le Fort II and behind
the symphysis, were performed to detach the maxillae and the
bony chin with minimal soft tissue coverage.
Cone-beam computed tomography (CBCT) scans were taken
with iCAT Classic (Imaging Sciences International, Hatﬁeld, USA)
from the 10 mandibular and maxillary segments. The slice thick-
ness was 0.2 mm.
3. Results
On the CBCT scans, each ipsilateral maxilla and mandibular
symphysis had intraosseous vessels revealed by the contrast
material (Figs. 2e4). In half of the cases, the contralateral maxilla
and mandibular symphysis also showed contrast-radiating endo-
sseal vessels (Figs. 5 and 6). The blood supply of the bone had two
sources: one through the neurovascular foramina (e.g., mental,
infraorbital, and incisive) and one through the nutrient foramina.
In eight of the cases, the midline crossing arteries in the soft
tissues were visible, which represent the facial arcades.
4. Discussion
Previous perfusion studies (Baccarani et al., 2006; Banks et al.,
2009) have shown the internal maxillary artery branching off the
external carotid artery to supply blood to the maxillae. Guo et al.
(2008) however, performed the second facial transplant with the
ipsilateral maxilla and zygoma and bilateral nasal bones, based on
asingle facial arteryandveinanastamosis.AdditionallyPomahacetal.
(2010), demonstrated both experimentally (four cadaver heads) and
clinically (one case) that bony elements of the midfacial grafts could
survive on the facial artery. These successes are supported by other
anatomical studies, showing that the maxilla can receive a blood
supply from the ascending palatal artery, branching off the facial
artery (Dodson et al., 1997; Siebert et al., 1997). The maxillary bone
receives its blood supply more from the periosteal vessels (facial
artery) than the endosteal vessels (internal maxillary artery).
Former studies on angiosomes of the head have described rich
midline anastomoses in the lips and poor anastamoses in the hard
palate (Houseman et al., 2000). The palatal gingiva is supplied by
the descending palatine artery, a branch of the internal maxillary
Fig. 1. Cannulated left facial artery at the level of the mandibular border.
Fig. 2. Cone-beam computed tomography images of case #9. A. Axial slice of the maxillae at the level of a Le Fort I osteotomy. Note the retrograde ﬁlling of the posterior alveolar
arteries (arrows) on both sides. B. Reconstructed orthopantomogram image, depicting deep midline crossing arteries (arrow). C. Three-dimensional reconstruction. D. Sagittal slices
of the ipsilateral maxilla. The contrast agent is visible within the bone (arrows).
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artery, with little crossover by small vessels (Houseman et al., 2000;
Banks et al., 2009). In the soft palate, cross-over anastomosis is
abundant, supplied by the ascending palatal artery (Houseman
et al., 2000). Banks et al. (2009) also demonstrated perfusion in
the “lower” maxilla after cannulation of the facial artery, but
observed a sharp demarcation of territories supplied by the left and
right external carotid arteries.
Clinically, composite ﬂaps of the ipsilateral maxillary and
bilateral nasal bones have been raised on one facial artery for
access to the skull base (Curioni et al., 1990) and for use as an
allotransplant (Guo et al., 2008). These examples demonstrate
the importance of having connecting arteries join the deep
branches of the facial artery and distal internal maxillary artery
branches (i.e., infraorbital artery, sphenopalatine, and nasopala-
tine arteries, Pomahac et al., 2010), providing a retrograde blood
supply to the maxilla; they also show the importance of midline
crossing vessels in the integument (Houseman et al., 2000).
Siemionow et al. (2009) transplanted a complete midface via
Fig. 3. Cone-beam computed tomography images of case #9. A. Axial slice of the maxilla at the level of a Le Fort I osteotomy. B. The sagittal slices depicted in D, are at the level of the
vertical blue lines. C. Three-dimensional reconstruction. Note the retrograde ﬁlling of the infraorbital arteries (red arrows). D. Sagittal slices of the contralateral side of the maxilla.
Contrast agent is visible within the bone (red arrows).
Fig. 4. Cone-beam computed tomography images of case #4. Note that the vessels do not cross the midline. A. Axial slice of the maxilla at the level of the alveolar process. B. OPG
reconstruction. C. Three-dimensional reconstruction. D. Sagittal reslices as marked in A.
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bilateral, facial artery anastamosis and noted entire graft
viability after the ﬁrst left-sided facial artery anastomosis was
accomplished with the allograft skin and the internal anterior
mucosa of the alveolus, hard palate, and intranasal mucosa all
suddenly pinking up.”
In our study, when the contralateral blood supply to the maxilla
was observed in 50% of cases, it meant that midfacial cross-over
occurred in those labial “choke” arteries. Harvesting the vessels,
muscle, bone, and dentiton on an easily accessible pedicle may
allow allotransplantationwithout highly antigenetic skin. However,
the labial arteries (and the bony segment) may be jeopardized
because of their close proximity to the skin.
Mandibular bone in both mini-pigs and man is supplied more
endosteally in the upper ramus and more periosteally in the
symphyseal area (Saka et al., 2002). In the symphyseal area, anas-
tamoses are found between the mental artery (of external carotid
Fig. 5. Cone-beam computed tomography images of case #7. A. Axial slice of a mandibular symphysis. B. OPG reconstruction. C. Three-dimensional reconstruction (video can be
played in the digital version). D. Sagittal slices of the ipsilateral side of the mandible. Contrast agent is visible within the bone (arrows).
Fig. 6. Cone-beam computed tomography images of case #8. A. Axial slice of a mandible. B. Reconstructed OPG image. C. Three-dimensional reconstruction (video can be played in
the digital version). D. Sagittal slices of the contralateral side of the mandible. Contrast agent is visible within the bone (arrows).
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artery origin) and the submental and sublingual arteries (of facial
arteries origin) (Bradley, 1972, 1981). Once outside of the subman-
dibular gland and before curving around themandibular border, the
facial artery can only connect the symphyseal bone via deep
branches of the inferior labial artery. In dogs, the mandibular
symphysis is endosteally supplied by the inferior alveolar artery, but
periosteo-medullary anastomoses from the submental artery,
a branch of the facial artery, dominate in cases of central block
(Hellem and Östrup, 1981).
These observations corroborate our perfusion study. The
ipsilateral symphysis (Lengelé type I/B ﬂap) will survive on
the ipsilateral facial artery as a periosteally vascularized bone
ﬂap.
It is possible that contralateral perfusionwould exist in all cases;
however, this possibility cannot be demonstrated because of the
post-mortem conditions of the tissue. Bilateral anastomosis is
certainly recommended in all cases because technical failure from
vessel thrombosis occurs in 2% of all ﬂaps used for head and neck
reconstruction (Cugno et al., 2007).
5. Conclusion
The maxilla and anterior mandible lie in the vascular bed of the
ipsilateal facial artery and in 50% also of the contralateral facial
artery. Internal maxillary artery anastomosis is not per se required
for a vascularized maxillary bone ﬂap, nor submental artery pres-
ence for a mandibular symphyseal bone ﬂap.
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High-quality image acquisition by double exposure overlap in cone
beam computed tomography
Mark Plachtovics, DMD,a Peter Bujtar, MD, DMD, MSc,b Katalin Nagy, DDS, PhD,d and
Maurice Mommaerts, MD, DMD, PhDc
University of Szeged, Szeged, Hungary; University of Oulu, Oulu, Finland; European Face Centre, Vrije Universiteit Brussel, Brussels, Belgium
Objective. With a double exposure overlapping cone beam computed tomography (CBCT) scan technique, using CBCT
acquisition radiation dose, the objective was to obtain apparent density similar to that of multidetector computed tomography
(MDCT).
Study Design. Factory quality-assurance phantom and water phantom were used for the evaluation of apparent density fidelity
of iCAT scans in different modes. Each scan’s apparent density was analyzed for identical regions using ImageJ, version 1.42q.
Results. The iCAT Classic extended height acquisition with 4-cm central overlap and reconstruction of 2 groups of 300
projections per rotation for the water and quality-assurance CBCT phantoms resulted in improved apparent density fidelity.
This apparent density accuracy was superior to that of iCAT scan at high resolution (600 projections during 1 rotation).
Conclusions. Using double exposure overlapping CBCT scans allows the analysis quality to be comparable with that of
MDCT. (Oral Surg Oral Med Oral Pathol Oral Radiol 2014;117:760-767)
Cone beam computed tomography (CBCT) was origi-
nally developed in 1982 for angiography,1,2 and more
than a decade later it was applied to dentomaxillofacial
diagnostics. The main advantages of CBCT are rela-
tively high-resolution acquisition and, compared with
conventional CT, lower radiation doses with smaller
and less expensive equipment.1-11
Multidetector CT (MDCT) is superior for the contrast
of soft and hard tissues. Hounsﬁeld units (HU) offer
reliability and accurate comparisons, and the ﬁeld of
interest can be easily extended. CBCT allows an esti-
mation of soft tissue quantities,12 whereas apparent
density3 (AD) measurements (density values in the
CBCT images) are inaccurate, even when high-contrast
materials are used.
From a technical point of view, the limitation of
image quality is dependent on the increased x-ray
scatter. This not only increases patient dose but also is a
principal contributor to reduced contrast resolution and
increased noise in CBCT images,2,5,13 therefore inﬂu-
encing the density values.2,7-11,14-18
In oral implantology, it is very important to obtain
initial information about the quality (density) of the
bone, as the type and architecture of bone is known to
inﬂuence its load-bearing capacity. It has been found
previously that poorer-quality bone is associated with
higher failure rates of different dental treatments.19,20
Khoury et al.21 reported that the success of oral reha-
bilitation with the use of oral implantation depends ﬁrst
on the bone quality of the jaw. The initial stability of
the endosseous implant is essential for such success,
which nevertheless depends on both the quality and
quantity of the surrounding bone. On the other hand,
the main disadvantage of dental CBCT imaging, in
guided implant surgery, is the unreliability of the
magnitude range of density values in the soft tissues,
which can only be corrected with appropriately shaped
prosthetic surgical guides. At the same time, optimizing
image precision is only possible using special recon-
structive algorithms to achieve the same efﬁciency as
MDCT.21 The problem, however, has not been fully
clariﬁed. Several authors have written about the possi-
bility of the application of CBCT image density value
measurements,3-6,16,19,22 whereas others believe that
the use of intensity values from CBCT images is
unreliable.7,9,10,14,15,18,23,24
Reconstructing the density function of a 3-dimen-
sional (3D) object, via x-ray projection data, can be
formulated mathematically as recovering the density
function from its line integrals. The reduction of the
dimension of the problem from 3D to 2D can be done by
considering 3D objects as a stack of their cross-section.
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Statement of Clinical Relevance
In this work, with the application of a new tech-
nique, the accuracy of multidetector computed to-
mography was achieved with low-cost cone beam
computed tomography. This achievement will help
widespread clinical and dental implant utilization.
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This reduction allows use of the Radon inversion for-
mulas, or their equivalents, which are available for
reconstructing single cross-sections of the objects.25
From a technical point of view, using the Feldkamp
algorithm or its modiﬁcations, all CBCT equipment
reconstructs volume from a high number of 2-dimen-
sional (2D) x-ray projections acquired from a circular
orbit around the target object, which compose the so-
called raw data (RD). The Feldkamp algorithm is an
approximate cone beam reconstruction algorithm, and it
is probably the most widely used cone beam algorithm.
It is well known that reconstructions from 1 circular
orbit are insufﬁcient for an accurate reconstruction
of volume. It has been mathematically proven that
reconstructing from such inadequate data violates the
fundamental Tuy condition, which requires that every
plane intersecting the object under study must intersect
the focal trajectory.17,25,26 A similar suggestion has
been made by Molteni in a recent publication14
regarding the use of software more accurate than that
which uses the Feldkamp algorithm.
Using the concept of sequential cone beam computed
tomography (SCBCT) developed by Köhler, Proksa,
and Grass in 2000,27 which appears to be a general-
ization of the Tuy condition, we made a practical
application for our CBCT scans. In this process, we
used 2 circular orbits at different heights with reduced
basic projection numbers within the same ﬁeld of view
(FOV). As a result of this, apparent density ﬁdelity
could be increased according to a single-cycle higher-
number basic projection acquisition.
The clinical relevance is that the radiation dosage that
the patient is exposed to during an examination is a
deﬁnite point in question, which is discussed by
previous authors.28 The double exposure does not mean
double dosage. In the double exposure dental CBCT,
instead of a 600 basic projection data set (600 RD), two
300 basic projection data sets are used, and therefore no
extra exposure occurs, as illustrated by Table I.
MATERIALS AND METHODS
To satisfy the SCBCT requirements, the CBCT acqui-
sition procedure consisted of 2 single-cycle, low-num-
ber, basic projection scans (300 RD þ 300 RD) with
parallel, central beams at 2 different ﬁxed heights along
the vertical dimension within the same FOV (Figure 1).
The iCAT Classic (Imaging Sciences International,
Hatﬁeld, PA, USA) equipment was used for 20 þ 20-
second duration exposure (300 RD þ 300 RD), with
22-cm height optional expanded FOV and 0.4-mm-
thick slice scan with a 4-cm overlap. The reconstruction
of this 4-cm height overlap region of the FOV (EFOV
04) does not stitch the reconstructed axial slice data of
the 2 FOVs; the 2D projection RD acquisitions are used
simultaneously. The iCAT Cone Beam Dental Imaging
System is powered by the XoranCAT technology
acquisition program, version 3.1.62 (Xoran Technolo-
gies Inc, Ann Arbor, MI, USA). The XoranCAT
version 3.1.62 uses the raw 2D reconstruction data to
calculate and optimize 3D array concatenation. The
alignment of the overlapping 2D arrays is determined
by calculating fractional differences in angular regis-
tration; each axial position will have its own fractional
displacement coefﬁcient.
Table I shows the technical parameters associated
with 4 different acquisition modes. We compared the
AD accuracies measured in HU3,9,10,13,15,19,22 of the 4
different acquisition modes of the iCAT Classic single
Table I. Parameters for the 4 different applied scans and reconstruction modes of the iCAT Classic 14-bit grayscale
resolution cone beam computed tomography dental imaging system
Abbreviation of acquisition mode RD300 04 RD600 04 RD600 02 EFOV 04
Number of raw data (RD) 2D projections 300 600 600 300 þ 300
Degrees of rotation 360 360 360 360 þ 360
Slice thickness of the reconstruction 0.4 mm 0.4 mm 0.2 mm 0.4 mm
Tube current (mA$s) 18.45 36.12 36.12 18.45
Tube voltage (kilovolt peak) 120 120 120 120
Diameter of the FOV (mm) 154 154 154 154
Height of the FOV (mm) 60 60 60 220
Scan times (seconds) 20 40 40 20 þ 20
Exposure time (seconds) 3.6 7.2 7.2 3.6 þ 3.6
Measured dose at detector (mGy) 1.65 3.24 3.24 1.65 þ 1.65
Equipment characteristics: exposure type, pulsed; focal spot size, 0.5 mm; minimum ﬁltration, 10 mm or larger (expressed in millimeters of
aluminum equivalent) as mentioned in the iCAT operator’s manual in Chapter 8; voltage wave shape, constant potential.
MDCT, in our study’s tables and ﬁgures, is the abbreviation for the General Electric multidetector computed tomography scan. The EFOV 04 is the
4-cm height overlapping region of the iCAT Classic 22-cm height for Optional Extended Height acquisition with 0.4-mm slice thickness. This scan
protocol consisted of 2 separate 13-cm-high 300 2D raw data (RD) projections. For the reconstruction of the 4-cm-high overlapping region, the 2
groups of 300 projections (300 þ 300) were used simultaneously. The RD300 04 operation mode represents the iCAT CBCT with 0.4-mm slice
thickness, and the number of frames is 300. The RD600 04 operation mode represents the iCAT CBCT with 0.4-mm slice thickness, and the number
of frames is 600. The RD600 02 mode used the iCAT CBCT with 0.2-mm slice thickness, and the number of frames is 600.
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x-ray source CBCT dental imaging system (see Table I)
using an MDCT (General Electric [GE] Medical Sys-
tems LightSpeed VFX Ultra, Tokyo, Japan, 120 kilo-
volt peak, 144.91 mA$s). The inﬂuence of the number
of projections and reconstructed slice thickness were
examined to determine the effects on both AD accuracy
and standard deviation (SD). This in vitro study was
performed with both a quality-assurance phantom and a
water phantom. The standard Imaging Sciences Inter-
national (ISI) CBCT quality-assurance phantom is a
cylindrical CBCT phantom with a 150-mm diameter
(Figure 2), which is made of Teﬂon (2.16 g/cm3), low-
density polyethylene (LDPE) (0.92 g/cm3), acryl (1.18
g/cm3), and air (1.2928 kg/m3) embedded in a Plexiglas
cylinder. This phantom was always placed in the same
position on a foam layer in the center of the FOV to
avoid both an exo-mass effect and comb-like artifacts.
The phantom was positioned such that the section of the
central beam did not cross the line pair centers. The 4
relatively smaller cylinders within the ISI phantom with
well-deﬁned material density (air, LDPE, acryl, and
Teﬂon) were measured by sampling 3 circle-type re-
gions of interest, each 3 mm2, for each cylinder in the
middle slices. According to the operator’s manual,
making the measurement in the middle slice is an
accepted procedure to obtain apparent density ﬁdelity.
Spatially, the 3 sampling areas were distributed as fol-
lows: 1 was in the center of the cylinder, and 2 were
along the line connecting the center of the FOV to the
middle of the cylinder; both were equidistant from
the center of the cylinder, one toward the outer and the
other toward the inner part of the FOV. The measured
distances from the center of the FOV, the AD, and the
SD of the corresponding 3 samples were averaged.
On the axial planes, the water phantom (an 18-cm
diameter plastic dish ﬁlled with water) was hanging
symmetrically over the FOV to eliminate the asym-
metry of the exo-mass effect. By using such local to-
mography, we were able to analyze the image of the
entire FOV. The water phantom was more suitably
measured with a larger 200-mm2 circle-type region of
interest at 5 equidistant locations along a line from the
Fig. 2. The cylindrical (150-mm diameter) Imaging Sciences
International quality-assurance cone beam computed tomog-
raphy phantom.
Fig. 1. The schematic representation of basic acquisition procedures. A, iCAT Classic Extended Height acquisition (20 þ 20-
second exposition, 22-cm height optional extended ﬁeld of view [EFOV]), which was reconstructed during fusion of 2 separate 300
projections. B, The overlapping 4-cm-high region (EFOV 04) of the 22-cm height extended height acquisition mode (white color
marked, 300 raw data [RD] þ 300 RD) of the study conﬁguration. The reconstruction of the EFOV 04 was made using both scans’
RDs simultaneously. C, This method is proposed in the simplest way to achieve a double exposure overlapping cone beam
computed tomography with 2 rotations using the same detector with a differently positioned and collimated x-ray source within the
top and bottom planes of the ﬁeld of view. Using 2 x-ray sources simultaneously would increase the price of this new device.
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center of the FOV toward the peripheral region in the
same direction.
The ISI and water phantoms were scanned, and data
were converted into a Digital Imaging and Communi-
cations in Medicine (DICOM) format. These data were
exported into ImageJ, version 1.42q (Wayne Rasband,
National Institutes of Health, Bethesda, MD, USA) to
analyze and determine the AD and SD in the axial
planes.
The examinations were performed in 4 groups:
1. The ISI quality-assurance CBCT phantom was used
in 4 different concentric rotational positions about its
main longitudinal axis to determine whether orien-
tation caused an effect. Initially, in the setup veriﬁ-
cation, 4 positions were examined. Each of the scans
was performed based on the iCAT user manual in-
structions and conditions (RD600 02).
2. The ISI quality-assurance CBCT phantom was used
in the same position to examine the AD accuracy
of the 4 different acquisition modes of the iCAT
Classic equipment (see Table I) compared with the
GE MDCT.
3. The same 18-cm diameter plastic dish ﬁlled with
water (water phantom) was used in each scan.
4. Linear regression analysis was applied to study the
relationship between the predetermined volumetric
mass density, the speciﬁc gravity (g/cm3) of the
samples, and the measured AD (in HU).
RESULTS
1. The rotation of the ISI phantom did not cause sig-
niﬁcant changes in AD accuracy (Table II; Teﬂon,
F ¼ 0.0368; LDPE, F ¼ 0.0069; and acryl, F ¼
0.0024). This was the setup veriﬁcation, which
shows no signiﬁcant variation. Therefore, from this
point forward, the ISI quality-assurance phantom
was maintained in the same position, and only 1 scan
was taken for each CBCT image.
Table II. Mean apparent density (AD) and standard deviation (SD) values of the standard Imaging Sciences Inter-
national Inc quality-assurance phantoms
Position 1.00 2.00 3.00 4.00
RD600 02 AD SD AD SD AD SD AD SD
Teﬂon 895.27 105.26 919.20 91.82 911.42 83.90 867.95 103.25
LDPE 315.63 88.20 335.60 98.03 333.45 83.43 334.10 99.54
Acryl 69.84 92.15 75.32 103.70 82.72 85.62 79.81 93.42
Air 1000.00 0.00* 1000.00 0.00* 1000.00 0.00* 1000.00 0.00*
LDPE, low-density polyethylene.
Phantoms are positioned in 4 different concentric rotational positions (90) in the analysis of the iCAT Classic cone beam computed tomography
imaging system (RD600 02). The rotation of the phantom does not cause signiﬁcant changes in AD ﬁdelity.
*SD values cannot be determined, owing to saturation.
Table III. Measured density values for quality-assurance phantom
RD300 04 RD600 04 RD600 02 EFOV 04 MDCT
AD SD AD SD AD SD AD SD AD SD
Teﬂon 789.68 39.09 866.00 39.99 867.95 103.25 1009.02 36.73 965.94 17.72
LDPE 378.51 49.36 372.44 45.24 334.10 99.54 119.32 28.80 104.10 18.01
Acryl 119.68 38.80 127.34 35.22 79.81 93.42 135.94 26.73 115.16 16.61
Air 997.25 7.29 1001.66 8.92 1000.00 0.00* 998.94 9.13 999.24 14.56
AD, mean apparent density in Hounsﬁeld units; SD, standard deviation values of 5 acquisition methods using the standard Imaging Sciences In-
ternational Inc quality-assurance phantom; LDPE, low-density polyethylene.
*SD values cannot be determined, owing to saturation.
Table IV. Measured density values for the water phantom
Distance from the center (mm)
RD300 04 RD600 04 RD600 02 EFOV 04 MDCT
AD SD AD SD AD SD AD SD AD SD
0.00 292.14 65.95 281.86 48.29 249.50 153.84 65.14 41.91 2.45 38.24
16.00 298.97 64.09 290.12 46.67 258.69 141.73 57.90 43.45 2.77 39.10
32.00 317.84 64.56 317.83 49.71 295.77 142.53 55.97 43.93 0.79 31.20
48.00 364.69 66.64 375.89 50.39 365.51 146.69 65.15 41.07 2.62 23.39
64.00 456.02 66.12 504.09 67.41 489.82 147.84 75.57 42.95 3.10 21.79
AD, mean apparent density in Hounsﬁeld units; SD, standard deviation values of 5 acquisition methods using the water phantom.
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2. The GE MDCT produced signiﬁcantly more accu-
rate AD values and a lower noise level compared
with CBCT; therefore, MDCT scans were used as a
reference.5,7,10 Disregarding RD600 02 value, only 1
exception was observed: the mean apparent density
values of air (listed in the last row of Table III).
When comparing the single-cycle 300 RD and 600
RD acquisitions of the iCAT Classic CBCT imaging
system, higher RD and resolution produced more
accurate AD values, although the SD increased (see
Table III). Higher numbers of the 2D projections
with the same voxel size reduced image noise. The
EFOV 04 result produced clinically more relevant
and accurate AD using lower SD values by the ISI
phantom compared with 2 single cycles of 300 RD
and 600 RD CBCT acquisitions. This was especially
true in the case of the acryl sample. The EFOV 04 is
the only CBCT acquisition mode that has a positive
Fig. 3. Water phantom apparent density in the axial plane within the height of the central beam from the center to the periphery. All
diagrams were generated with ImageJ, version 1.42q. The horizontal axis is the distance from the isocenter toward the periphery.
Note that the center of the water phantom is at zero. A, MDCT. B, EFOV 04. C, RD600 02. D, RD600 04. E, RD300 04. Properties
for system and their acquisition protocols chosen for this study are in Table I. (MDCT, multidetector computed tomography; EFOV,
extended ﬁeld of view; HU, Hounsﬁeld units.)
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AD value by acryl like MDCT. This is an interesting
observation, not only for the Teﬂon-like density
values of hard tissues (such as compact bone or
water) but also for the dense regions of trabecular
bone (corresponding to the acryl sample) and for soft
tissues, such as fat (corresponding to LDPE;
Tables III and IV), which are in the density range of
the surgical guide materials. These EFOV 04 AD
values were nearest to the MDCT results, empha-
sizing the importance of this region, which is
bounded by the 2 cone beam effects (coming from
the top and bottom regions of the 2 separate, single
FOVs).
3. The EFOV 04 (300 RD þ 300 RD) and the 6-cm
high FOV (300 RD and 600 RD; iCAT Classic)
single-cycle acquisitions of the water phantom were
evaluated (i.e., AD and SD). Each CBCT AD value
deviated in a negative direction compared with
MDCT values (see Table IV). The arch of the AD
values in the region closest to the outer border of the
FOV was deﬂected to a greater extent in a negative
direction (Figure 3). The density SD decreased with
an increasing number of basic projections (RD) with
the same voxel size by the single-cycle CBCT scans.
An increase in voxel size, with identical RD,
decreased the density SD. The arch and value of the
AD, which was deﬂected in a negative direction
apparent in the CBCT scan, with a lower number of
RD, was very prominent (see Figure 3). The arch of
AD in the axial plane and the mean AD and SD
values of EFOV 04 (see Table IV) were more ac-
curate than in other CBCT scans.
4. The ISI phantom data are presented in Table III and
Figure 4. The calculated regression lines for the ISI
phantom provided the numerical coefﬁcients (A and
B) of the linear calibration equation, as shown in
Table V. These coefﬁcients within the 0.0 to 2.16
g/cm3 range can be used to approximate the volu-
metric mass density (r), which relies on the AD
evaluations (in Hounsﬁeld units [HU]) of materials
scanned under similar circumstances. The value of B
generally shows the mass density of a volume whose
AD is 0 HU, but this is not necessarily true for water
in the CBCT scan. While A is the steepness of the
line, the linear relation between the mass density (r)
and the AD (HU) is:
r ¼ AHUþ B
Based on the AD data, we measured the calibration
equation coefﬁcients that were estimated between the
known density and the AD with a linear regression
curve-ﬁtting method. The linear regression of the
EFOV 04 proved to be the CBCT result most similar to
that of MDCT.
DISCUSSION
Our experiments were performed to use the concept of
SCBCT, proposed by Köhler, Proksa, and Grass,27 to
obtain CBCT data of more realistic AD and lower SD
values, compared with other scan modes using iCAT
Classic dental CBCT. This application would provide
clinicians with new possibilities for preoperative eval-
uation of bone density.19-21
A limitation of this in vitro study was that our test
objects presented uniform densities, whereas the den-
sity of trabecular bone is not uniform. We believe that
in the dental CBCT reconstruction process (EFOV 04),
we can obtain better AD ﬁdelity compared with addi-
tional postprocessing modiﬁcation methods. The AD
ﬁdelity of this method (EFOV 04) resulted in values
nearest to those obtained with MDCT compared with
other single-rotation iCAT Classic dental CBCT im-
aging methods. This is particularly true for those that
are operating with the same number of basic projections
(RD). Using the AD values of our study, it was possible
Fig. 4. The graphical results of the linear regression analyses
for different scans using the same Imaging Sciences Interna-
tional Inc (ISI) quality-assurance cone beam computed to-
mography phantom. X-axis: volumetric mass density, speciﬁc
gravity (g/cm3). Y-axis: apparent density (HU). (MDCT,
multidetector computed tomography; EFOV, extended ﬁeld of
view; HU, Hounsﬁeld units.)
Table V. The calibration (equation) coefﬁcients (A and
B) and the signiﬁcance (R2 and SIG) of the correlation
A B R2 SIG
MDCT 0.001094494 1.07327639 0.998 0.001
EFOV 04 0.001076877 1.057004494 1.000 0.000
RD600 02 0.001153867 1.224908296 0.992 0.004
RD600 04 0.001136747 1.245583669 0.986 0.007
RD300 04 0.001203064 1.277268949 0.991 0.005
Linear regression was used to provide the relationship between the
volumetric mass density (speciﬁc gravity, r) and apparent density (in
Hounsﬁeld units) within the 0.0 and 2.16 g/cm3 range. r ¼ A 
HU þ B.
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to determine density conversion coefﬁcients/factors for
CBCT machines, as well.3,5,16,19,22
A potentially promising step would be to program
this method into new CBCT equipment and work with
software developers to fully achieve its potential. The
simplest way to achieve this aim is with the use of 2
separate rotations of the same detector with differently
positioned and collimated x-ray sources near the top
and bottom planes of the FOV (Figure 1, C, shows this
geometry schematically). Maybe this method, using 2
single-cycle rapid-rotation scans, can introduce the
potential for movement artifact, but on the other hand, it
will yield better picture quality relative to other
methods. Taking only 1 rotation while increasing both
the number and location of the x-ray sources in CBCT
scanners with or without the increase of the number of
detectors can cause higher x-ray scatter, which in turn
will reduce the contrast resolution and increase noise in
these images.
In conclusion, with the reconstruction of 2 separate,
low-number, basic projection 360 scans (300 RD þ
300 RD), we achieved better AD ﬁdelity and lower
image noise (as one parameter of objective image
quality) than other dental CBCT scan modes using the
same iCAT Classic equipment. Moreover, in measure-
ments using water and ISI quality-assurance phantom
support in this reconstruction conﬁguration (EFOV 04),
we were able to obtain better density values (HU) of
hard tissues such as compact bone (corresponding to
Teﬂon) or water, and of dense regions of trabecular
bone (corresponding to acryl) and soft tissues such as
fat (corresponding to LDPE). Even though the present
work was done on uniform-density material, neverthe-
less we may conclude that the use of this dental
CBCT reconstruction method results in a considerable
improvement in image quality across the entire region,
including the density range of the surgical guide ma-
terials used in implant surgery.
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